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This instrument meets the need of the ophthal- 
mologist for an accurate, scientific method for 
measuring keenness of visual perception. 


SIMPLICITY. Ic projects an image of test 
characters upon screen or wall. The size of the 
test characters may be changed at will by simply 
moving the projection lens, the increase or de- 
crease being indicated on a scale directly in per- 
centage of acuity. 


TIME SAVER. There is a gradual and con- 
tinuous change in the size of characters. In 
determining astigmatic errors this is especially 
effective, because of the definite and dependable 
answers from patients. 


ACCURATE ACUITY FOR ALL CASES. 
Letters, illiterate characters, astigmatic characters 
or parallel lines may be shown. Diaphram slides 
are provided by which the aperture shown can be 
limited to any desired size or to pick out any 
sing! le character or group of characters on the 
sli 

It eliminates the possibility of memorizing the 


CHICAGO 


The Modern Method of 
Measuring Visual Acuity 


CLASON VISUAL ACUITY METER 


chart, and prevents successful guessing by the 
patient. 


THRESHOLD OF VISION. For the precise 
determination of astigmatism subjectively at the 
threshold of acuity, the astigmatic ball test slide 
has been found to give remarkably satisfactory 
results. For this purpose the ability to rotate the 
slide holder to any desired meridian is especially 
valuable 


WORKING DISTANCE. The instrument may 
be used at 20 ft., or if mecessary at 10 ft., or at 
an intermediate distance if the distance from the 
slide is equal to the distance from the screen to 
the patient. 


ILLUMINATION SYSTEM. The illuminant is 
completely adjustable. The definition for all 
characters is sharp and uniform. All instruments 
are now supplied with special etched diffusing 
glass. 

TEST SLIDES. Test letter, astigmatic, color 


slides and two diaphram slides are included, giv- 
ing a range of acuities from 20/13 to 20/800 Sn. 


RIGGS OPTICAL COMPANY 
SAN FRANCISCO 
Offices located in 57 principal cities of the Mid-West and West. 
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The various manifestations of tuberculosis within the eye are described, and a number 


of them are illustrated, either in the text or the color plates. 
cases involving the anterior segment is emphasized. 


The value of the slit-lamp in 
A number of case histories are re- 


ported, and an extensive chronological bibliography is appended. 


“The iris generally becomes first of all whitish at some point of its extent, and 
then rises into a tumor, which assumes a yellowish color, with red vessels rami- 


fying over it. Sometimes such a 


tumor 
the sclerotica, after which the eye becomes atrophic. 
of the choroid is sometimes the seat of a tumor. 


and bursts through 
The posterior part 
It separates the membrane 


suppurates, 


into two laminz, between which it is deposited. Much more frequently have non- 


malignant growths been observed in the anterior part of the choroid.” 
Cours complet des maladies des yeux, p. 206; 1820.) 


rue. 


As early as 1711, descriptions of typi- 
cal cases of tuberculous disease of the 
eye can be found in the literature, but 
the first studies of the disease were 
made early in the nineteenth century. 
The ophthalmoscope had not yet ap- 
peared, so the history of the case and 
the course of the disease assumed a 
greater importance in making the diag- 
nosis. If a grey mass appeared in the 
pupil of a small child, the diagnosis of 
medullary sarcoma was made, but, if 
the child remained in good health de- 
spite rupture of the globe or phthisis 
bulbi, it was considered a medullary 
growth aborted by tuberculosis. This 
was a clinical process entirely. 

Some of the cures of fungus hema- 
todes were really the doings of nature 
and set off the characteristics of tuber- 
culous eye disease in striking fashion. 
Limitation of the disease to the organ 
or part of the organ affected; the ab- 
sence of pain, inflammatory signs and 
local reaction; and the recuperative 


powers of young patients in good 
health, are all characteristic of this 


form of eye trouble. 

A quotation from Prael’s article, 
“Observations on false tumors of the 
eve”, published in 1830, is worth read- 
ing at this point. A healthy, well 


(Dela- 


nourished child had had several con- 
vulsions at the end of her first 
year. “Some weeks after the con- 


vulsions, the child lost its customary 
happy temperament and the left eye 
began to tear, while more careful ex- 
amination showed it very sensitive to 
light. No inflammation was present, 
the vision was lost and the blue iris 
irresponsive to light and hyoscyamus. 
The normal looking pupil neither. con- 
tracted nor dilated. In the pupil, I 
noticed a greyish fluorescent shadow 
that reminded me of Beer’s amaurotic 
cat eye. Some weeks passed when from 
this shadow grew a mass, gradually in- 
creasing in size until a rounded, straw- 
yellow mass lay close behind the pupil, 
varicose branching 


over which ran 
vessels. An unpracticed eye would say 
that a cataract was present; a very 


natural error because of the normal ap- 
pearance of the iris and the eye. The 
diagnosis was in doubt because my col- 
leagues and I could not harmonize the 
healthy condition of the child with 
medullary sarcoma. The mass vege- 
tated until the iris was pressed against 
the posterior corneal surface but with- 
out change in color, by a mass re- 
sembling a distended sail. Meanwhile, 
photophobia and lacrimation increased, 
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the varicose vessels increased in size 
and number while the sclera remained 
pure white but the cornea became 
cloudy and staphylomatous knobs de- 
formed the eye. . To my wonder- 
ment, the disease reached its climax 
with the corneal changes. The process 
halted, improvement began and the 
child cried less and was quieter. The 
cornea flattened, the bulb decreased in 
size and, finally, atrophy of the globe 
closed the case”. 

In contrast with these clinical experi- 
ences, Virchow, Cohnheim and others 
demonstrated tubercles of the choroid 
in children dying of miliary tubercu- 
losis, on the autopsy table. Gerlach, 
in 1852, demonstrated such a choroidal 
preparation under the microscope, and 
a few years later Manz compared 
microsections of suspected eyes with 
sections from the lung and proved that 
the pathologic features of the two 
specimens were similar. 

After the ophthalmoscope was intro- 
duced, miliary lesions of the choroid 
were well studied and several instances 
of establishing the correct diagnosis by 
ophthalmoscopic examination of cases 
in coma, with doubtful diagnosis, are 
to be found in the literature. 

Villemin injected material from 
tubercles under the skin of rabbits, and 
at autopsy showed the specific lesions. 
In 1877, Cohnheim transplanted a bit of 
tuberculous tissue into the anterior 
chamber of rabbits and studied the de- 
velopment of the disease. Hansel, 
Samelsohn, Baumgarten and Leber re- 
peated this experiment, and in 1884 
Haab first demonstrated the presence 
of tubercle bacilli within the eye. Reis- 
mann, Wadsworth, and Lawford re- 
peated this demonstration within a year 
or two. Among the first to study the 
clinical aspects of tuberculosis of the 
eye was Graefe, who, with Leber, 
issued an important contribution in 
1868. Jaeger introduced a very good 
illustration of tuberculous lesions of the 
choroid in a near-sighted eye in his 
Atlas the next year and it is interesting 
to note that this combination is again 
attracting attention during the last few 
years. During the next score of years 
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large choroidal lesions and their simi- 
larity to gliomas were studied. 

In 1896, Simon called attention to 
tuberculous disease of the retinal 
vessels as a cause of intraocular hemor- 
rhages in young people. Iritis, irido- 
cyclitis and uveitis and the proliferating 
forms of the disease in the vitreous 
chamber came into prominence, but the 
profession has been loath to accept the 
idea that tuberculosis of the eye is at all 
common. Not until Axenfeld and Stock 
published their classic in 1911, did the 
connection between retinal hemor- 
rhages and tuberculosis seem to im- 
press the profession. 

Harms also made a very important 
contribution to this subject by demon- 
strating tuberculous periphlebitis. The 
introduction of the slit-lamp has done 
much to teach the profession that there 
are many cases of iritis, uveitis, chorio- 
retinitis, and lesions of fundus vessels 
that are certainly tuberculous and that 
many so-called focal infections are 
really tuberculosis. In addition, most 
of the cases of heterochromia iridis, and 
many unilateral cataracts in young per- 
sons (even some in the fifth and sixth 
decades) can be explained only as the 
results of long standing, low-grade 
tuberculous disease of the ciliary body 
or choroid. The outstanding features 
of eye tuberculosis are its limitation to 
the part of the eye involved, the toler- 
ance of the eye to a severe local process 
without serious pain or redness, its in- 
sidiousness of onset in some cases and 
its sharpness of onset in others, its 
chronicity and tendency to relapse. 

The latter trait is almost always but 
an aggravation of a condition that has 
only apparently ceased, but, if our ex- 
amination had been searching enough, 
in this apparently normal eye would 
have been found deposits of fibrin on 
the posterior surface of the cornea in 
the form of fine bits or round masses, 
perhaps an occasional nodule on the 
iris margin, vitreous floaters, and even 
mild changes at the posterior pole of 
the lens in the subcapsular zone. These 
may continue for years without redness 
of the eye or any complaint by the pa- 
tient, except for poor vision. Many 
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cases Of so-called healed central and 
disseminated choroiditis belong to this 
group; as do also some of the cases 
diagnosed as congenital, extrapapillary 
coloboma. 

Cases of the severer type resembling 
fungus hematodes have never come to 
my attention, but several cases with 
large yellow-white waxy masses in the 
anterior chamber with many iris 
nodules and perforation near the limbus 
have been observed (but only in colored 
people, who seem especially susceptible 
to severe eye tuberculosis. In one such 
case, spontaneous perforation near the 
limbus occurred with but little com- 
plaint by the patient. 

The disinclination of the profession 
to accept tuberculosis as a frequent 
causative factor and their preference for 
focal infections as the chief factor may 
be explained by the reasonableness of 
the method of spread in the supposed 
case of focal disease and the mistaken 
assumption that lung tuberculosis is 
similar to the same disease in the eye. 
The ordinary picture of pulmonary 
tuberculosis is a late stage of a disease 
beginning as a pure tuberculous infec- 
tion of the lungs or bronchial lymph 
glands, and which does not attract at- 
tention as a rule until a secondary in- 
fection has caused suppuration and 
other destructive features that give the 
clinical signs by which we recognize the 
disease. Rarely inside of the eye do we 
have secondary infection by strepto- 
cocci and staphylococct. 

Pulmonary tuberculosis often 
featured by lesions ulcerating into small 
vessels, and eminent pathologists have 
pointed out the tendency of the disease 
to spread by emboli from such an 
ulceration. Miliary tuberculosis may 
be of just this origin and it is certain 
that some fundus lesions are embolic. 
For this reason, we should consider 
tuberculous eye cases as victims of 
tuberculosis in some organ like the 
lungs or the bronchial lymph glands 
originally, with the eye lesion second- 
ary thereto and but a part of the whole 
disease ; not a disease by itself. 

It is the author’s conviction that most 
of the so-called focal infections of the 


eye are really tuberculosis and that as 
time goes on we shall hear less and less 
of the former diseases and more and 
more of the latter. This is no reason 
why diseased tonsils and adenoids 
should be neglected; nor should in- 
fected teeth, diseased gall-bladders, 
fallopian tubes or seminal vesicles be 
passed over as inconsequential, The 
patient must be restored as near as may 
be to health, for only by building up his 
resistance can we hope to protect him 
against relapses and further ravages of 
the disease. 

It is not unusual to observe the com- 
plete recovery of a young man with a 
single large choroidal lesion or several 
small ones, with the exception of the 
scotoma caused by the scar. As he 
grows older there are relapses which 
become more and more unyielding until 
finally, after middle life there develops 
a chronic state with total loss of vision 
of the affected eye. Moreover, pleurisy 
with effusion, tuberculosis of the 
peritoneum, or meningeal lesions often 
cause a fatal conclusion. None of these 
are hypothetic instances, for each has 
been observed in cases coming with a 
disease limited supposedly to the eye. 

There is one disease with which 
tuberculosis of the eye may be con- 
fused; it is syphilis. While syphilitic 
iritis is rather common, it should not 
often cause difficulty in diagnosis. It 
is so sharp and severe when compared 
with the other disease, that it stands by 
itself. Gumma of the iris is much more 
rare than tuberculosis and will yield 
readily to neosalvarsan. Syphilitic 
disease of the choroid and some of the 
more chronic forms of iritis may puzzle 
the most experienced clinician. In in- 
herited disease and during the early 
stages of the acquired form the Wasser- 
mann test is often negative. 

In inherited syphilis one may have 
Hutchinson teeth, and in this connec- 
tion the condition of the first permanent 
molars should alwavs be considered as 
important as that of the central incisors. 
Inherited syphilis seems to influence 
the teeth during the first, and part of 
the second, year of extrauterine life. 
During this period, enamelization of the 
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first molar, of the central and lateral 
incisors, and of the first bicuspids of the 
second set is going on. The order of 
intensity of the effect of inherited 
syphilis upon the mentioned teeth is as 
they stand in the sentence. We have 
been in the habit of looking at the in- 
cisors, but the mulberry crown of a 
syphilitic first molar is too little known. 
Tuberculous disease or any other seri- 
ous sickness during the first year of life, 
will affect the enamel of these same 
teeth but in a quite different way. 

Dactylitis is another condition found 
in hereditary syphilis and also in tuber- 
culous disease. The tuberculous fingers 
of young people often suppurate in a 
mild sort of way but the syphilitic types 
do not. Inherited syphilis may also 
cause hyperplastic synovitis of the 
wrist, knee and ankle joints, often mis- 
taken for rheumatism, but there is no 
suppurative process as in tuberculous 
joints. Another condition found in 
young subjects in both inherited syph- 
ilis and tuberculosis, is advanced 
sclerosis of the temporal vessels. This 
may be seen in young people of sixteen 
years or even younger. 

One of the unfortunate results of the 
common use of the x-ray and the 
laboratory is a decline in the skill of 
physicians in making examinations of 
the chest. To the highest skill in this 
time-honored procedure should be 
added the x-ray and the laboratory, for 
in the difficult case we need them all. 
Often in the tuberculous case the evi- 
dences of healing of the old processes 
seen on the x-ray film are called 
pleuritic or pneumonic because the pa- 
tient recovered. Adhesion between the 
diaphragm and lung base is one of the 
most important indications. Similarity 
of inherited syphilis and tuberculosis is 
at times baffling; the two diseases may 
even coexist in the same patient, in 
which case a rapid decline to a fatal 
ending is the rule. 

Almost all the fundus lesions of 
tuberculous origin are located in the 
choroid, but there are cases which seem 
to be limited to a retinal vessel. This 


would suggest embolism or thrombosis, 
but proof will be difficult. 
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A phlebitis of the retinal veins is de- 
scribed by Harms and others, and the 
hemorrhages in young people and even 
in older adults are explained as due to 
disease of the vessel wall ending in 
rupture. This is not a parallel of the 
hemorrhage of the lung in pulmonary 
disease, in which condition a secondary 
infection of a tuberculous nodule causes 
suppuration of the node with ulceration 
of a vessel wall. Lesions of the retinal 
vessels have been reported by several 
observers and a primary retinal disease 
set forth as opposed to the usual loca- 
tion in the choroid. 

Cattaneo offers three groups of tuber- 
culous lesions of the choroid: (1) mili- 
ary tuberculosis, (2) conglomerate tu- 
ercle, and (3) disseminated choroiditis. 
The first, he asserts, is a local process 
caused by the actual presence of the 
bacillus in an individual who has lost 
his resistance to the germ. The con- 
glomerate tubercle is also a manifesta- 
tion of bacillary activity but in an indi- 
vidual who has acquired an immunity 
of greater or less degree in the process 
of recovery from an infection elsewhere 
in the body some previous time. The 
prognosis in such cases is much more 
favorable. The third type, dissemi- 
nated choroiditis, is considered a toxin 
effect acting in an individual with good 
resistance and with a more or less latent 
lesion elsewhere. The prognosis in 
such cases is good. A fourth form must 
be added to include the various types 
of vascular tuberculosis which seem in 
some cases to be embolic and in other 
cases thrombotic. The special form of 
disease of the retinal veins so well de- 
scribed by Harms as periphlebitis must 
also be kept in mind. These forms 
of vascular tuberculosis are especially 
common in younger persons with low- 
ered vitality, and proliferating masses 
are apt to form, obscuring all fundus de- 
tails. A number of small vascular les- 
ions in young people in good health 
have been seen progressing to recovery 
without treatment of any kind. 

We will omit from further considera- 
tion all discussion of miliary lesions, ex- 
cept to say that in nearly all cases of 
tuberculous meningitis in small chil- 
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dren these minute lesions of the choroid 
can be found with the ophthalmoscope 
and at autopsy. The conglomerate 
lesion is rather often seen and usually 
in young persons. It appears first as 
a large fluffy white spot in the fundus, 
more or less raised, with the retinal 
vessels running over it. The patient 
complains of blurred vision which is due 
in most cases to the vitreous changes 
which appear early in the disease. 
There is a large absolute negative sco- 
toma in the corresponding area on the 
field map and this is larger by far than 
the apparent size of the lesion would 
justify. The favorite area for these 
lesions is behind the upper or lower 
vascular arch and anywhere from the 
disc, forward toward the ciliary body 
as far as the ophthalmoscope will reach 
and beyond. Whether similar lesions 
further forward, within or upon the 
ciliary body, cause the troublesome 
cases of uveitis and iridocyclitis is a 
question. 

If the case is uninfluenced by treat- 
ment, the vitreous exudates expand in 
area, increase in density and form long 
translucent strings reaching well for- 
ward in the vitreous to make a typical 
proliferating retinitis with blood vessels 
running along the organized projecting 
masses. The iris may or may not take 
some part in the process with resulting 
synechiz. In some cases the pupil is 
small and filled with exudate, the iris 
being firmly bound down. In such an 
eye, fundus changes cannot be detected. 
and not infrequently, cases present 
themselves in just this condition with 
a soft, blind eye. 

If the iris changes permit, lens 
changes can be seen after a time. They 
begin with delicate opacities beneath 
the capsule, grouped about the pos- 
terior pole, with more or less fluores- 
ence when the slit-lamp is used. This 
soon passes on to the opacity resem- 
bling “mashed potatoes”, by which time 
more anterior parts of the lens are in- 
volved. At some time during the 
disease whether the iris shows involve- 
ment in the process or not, nodules of 
the type so well described by Koeppe 
will be seen on the iris edge. A few 
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cases of conglomerate tubercle of the 
choroid under my observation have 
pursued a typical course without any 
of these nodules ever having been 
found, but it is my belief that they are 
present at some time or other. 

If the lesion is located near the 
macula, this may participate in the pic- 
ture as shown in the “star figure” of the 
case of Mr. K. In other cases, the optic 
disc turns quite white and leads us to 
think the optic nerve is involved. 
Pathological examinations showing ac- 
tual invasion of the nerve sheath have 
been recorded. If the lesion is any- 
where near the disc this will appear 
hazy and white, but this appearance 
may be caused by the vitreous exudates. 
A glance at the fundus illustrations 
found with this article will show this 
feature. 

Recovery of vision in these cases de- 
pends upon the relation of the lesion to 
the macula and upon the length of time 
the lesion exists before it is controlled. 
If the lesion is remote from the fovea, 
the vitreous changes will not obscure 
the fovea but some of these changes 
remain even if the case is brought under 
control. 

If a long time passes between the out- 
break and its control vision does not 
return; the cause of this may not be 
explained by the appearance of the 
nerve head or by the presence of vitre- 
ous opacities. Many of the patients 
with one eye blinded by an intraocular 
disease that prevents examination with 
the ophthalmoscope because of cataract 
or vitreous clouding, belong in this 
group of neglected cases of conglomer- 
ate choroidal tubercle (or uveitis). 

The x-ray is the most efficient agent 
that has come to my attention in con- 
trolling this type of tuberculous disease. 
Three or four exposures with the eye 
shielded by an aluminum or silver 
screen to exclude the rays that burn, 
and with a thirty percent to forty per- 
cent skin erythema dosage, have done 
wonders for several cases. The first 
effect is upon the vitreous exudates, 
which begin to clear after a single dose. 
The intervals between the rayings have 
averaged a week. In a few older cases, 
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with lesions well forward, a decided 
tendency to increase of tension has also 
been ‘relieved at the same time. In 
these older cases, inunctions of the 
Ektebin ointment made by Merck of 
Darmstadt have seemed to be of great 
value. This is a tuberculin ointment 
prepared for rubbing into the skin. The 
local skin reaction may be very pro- 
nounced, the inunction area sometimes 
showing a large number of acnelike 
nodules. Tuberculin injections have 


a variation of this conglomerate lesion. 
Figure 1 (in the text) shows an ex- 
tensive area involved during the course 
of seven years. The last lesion is but 
four months old and comprises the 
lower part of the defect. The original 
lesion was at the extreme top. Between 
the first and last outbreaks there have 
been two others, each located a bit 
lower than its predecessor and border- 
ing upon it. This particular patient has 
learned that the relapses occur when 


Fig. 1 (Lloyd). Choroidal tuberculosis resembling disseminated choroiditis. Five re- 


iapses in eight years. 


not been used in this type of case, my 
conservative attitude being the result 
of unpleasant experiences with injec- 
tions of tuberculin. 

Of the various tuberculous eye le- 
sions, it seems that this conglomerate 
lesion of the choroid yields to treatment 
more readily and leaves less damaged 
vision behind than any other form of 
intraocular tuberculosis. 

The type of eye lesion simulating dis- 
seminated choroiditis is seemingly but 


he has been burdened by responsibility 
and confined within doors by his busi- 
ness beyond the regular hours. This is 
always the story of tuberculous eye 
disease, and rarely is a case seen of 
either of the two types now under dis- 
cussion but what some lesser lesion has 
previously existed, sometimes without 
the patient’s knowledge. Connected 
with or near the fresh lesion, will be 
found an old pigmented patch with the 
sclera shining between the pigment. 
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Patients suffering with any form of 
eye tuberculosis will usually show as- 
sociated physical signs and weaknesses. 
This has been discussed in the pre- 
amble, but the need for a general sur- 
vey of the patient cannot be emphasized 
sufficiently. This patient is under- 
weight and tires easily; his hair is 
white at the age of thirty and he is 
six feet three inches in height. The 
Wassermann test is negative. (It may 
be assumed in all cases here discussed 
that the Wassermann test has been 
made and found negative unless other- 
wise specified.) It will be at once ap- 
parent that, while this single large le- 
sion resembles a lesion of disseminated 
choroiditis, there is no further similar- 
ity to that condition, the characteristic 
“dissemination” being absent. 

Disseminated choroiditis always 
awakens a suspicion of specific origin, 
either inherited or acquired, but the 
Wassermann test is usually negative in 
these cases also. Although the individ- 
ual lesions of the multiple type of tu- 
berculous choroiditis may resemble 
those of typical disseminated choroidi- 
tis, they are relatively few in number 
compared with the classical case of dis- 
seminated choroiditis, in which the le- 
sions may be scattered all over the fun- 
dus. The effect upon the vision is 
likewise quite different in the two 
diseases; the latter disease may show 
but little change in visual acuity de- 
spite lesions located even in and near 
the macula, but the tuberculous case 
has an absolute negative defect in the 
field chart corresponding with the loca- 
tion of the lesion. 

The lesions of the conglomerate type 
progress steadily to a stage of very poor 
or no vision unless controlled, but the 
disseminated lesion may run for sev- 
eral years with little or no iritis to at- 
tract attention. During this _ period 
fresh deposits are to be seen upon the 
posterior surface of the cornea with the 
slit-lamp, while the older fibrin bits 
gradually acquire a brownish tinge or 
disappear. Round clumps of fibrin also 
form, and these are a step toward the 
“mutton fat” deposits often plainly seen 
with the naked eye by oblique illumina- 
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tion. Now and then, fresh nodules ap- 
pear upon the iris edge, and during all 
this time the outward appearance of 
the eye is all that could be desired. 
After this condition has gone on for 
some time, fine vitreous opacities very 
like the “dustlike opacities” that have 
always been considered pathogno- 
monic of syphilitic chorioretinitis, may 
form. The posterior polar region of the 
lens beneath the capsule eventually 
shows a clouding that slowly goes on to 
fully developed cataract. 

At some time in the process there are 
usually acute signs such as circum- 
ciliary redness, pain, photophobia, and 
lowered visual acuity caused by vitre- 
ous opacities, but these usually subside, 
and, unless the examiner is most care- 
ful or uses the slit-lamp routinely, he 
will consider the case cured and dis- 
miss it. Some years later this case will 
return with a well developed cataract 
unless the other eye is already blind, 
in which case the later gradual reduc- 
tion in vision will attract the patient’s 
attention sooner. Other cases of this 
same type will have intervals of com- 
plete rest with absolutely no sign of 
any kind, including negative slit-lamp 
findings, but from time to time out- 
breaks occur associated with enlarge- 
ment of the original focus. 

Cases of intraocular hemorrhage in 
young persons without other etiological 
suspicions are not so frequent in my 
experience as the conglomerate lesions, 
nor nearly so frequent as the cases of 
anterior types like iridocyclitis or 
uveitis. Clinical experience and the ex- 
tended observations of well-known ob- 
servers, as well as the experiments of 
Finnoff and Cattaneo, show the wisdom 
of considering every intraocular hemor- 
rhage as a tuberculous lesion of a vessel 
unless other cause can be found. A 
survey of the patient may furnish proof 
of pulmonary lesions. If the patient is 
young the prognosis may be good when 
there is only a small defect in the field 
of vision, even if the tissues have been 
badly damaged. If the hemorrhage is 
premacular the results are more seri- 
ous, but the final status of several ret- 
inal hemorrhages in young people 
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under my care has been very satisfac- 
tory. 

The most common and also more 
serious tuberculous lesions of the an- 
terior segment of the eye are those ap- 
pearing as iritis, iridocyclitis, or uveitis. 
They may or may not accompany either 
of the two types of fundus lesion previ- 
ously mentioned; more often one is in 
doubt on this point because the fundus 
examination cannot be made due to 
adhesions, smearing of the lens in the 
pupillary area, or lens changes. The 
prognosis is less favorable in older pa- 
tients and in colored persons. 

A typical case (number four) that 
might properly be labelled iritis will be 
found among the case reports. The 
subacute symptoms recurred, relief fol- 
lowed, and at the end of the trouble, 
vision was 20/20 and 20/20—3. There 
are now (seven years later) several ad- 
hesions in the left eye but none in the 
right. Toward the close of the case, 
a white spot was found in the left macu- 
lar area and the illustration shows this 
lesion as it is now (October, 1929), and 
to this defect the trifling visual loss 
is attributed. There were vitreous 
opacities in this eye originally, and the 
pigmented spot now seen is another 
proof that despite the apparent pre- 
dominance of the symptoms in the an- 
terior segment of the eye there was 
also at least one choroidal lesion. 
Whether others were also present fur- 
ther forward than one could see is a 
question, but, even when the iritic and 
cyclitic symptoms are as prominent as 
in this case, fundus lesions should al- 
ways be suspected. 

It is not at all improbable that the 
ciliary body is the first part affected, 
from which point the disease spreads 
forward and backward. This case was 
under observation in the preslit-lamp 
days, but we believe that this now in- 
dispensable device would have shown 
characteristic deposits of bits and 
clumps of fibrin upon the posterior sur- 
face of the cornea, and that the ad- 
hesions which developed even when the 
pupil was dilated ad maximum came 
from iris nodules on the posterior aspect 
of the pupillary margin. Vogt has 
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shown that these nodules do not con- 
tain tubercle bacilli, while Derby and 
his associates have been able to pro- 
duce them in animals by injecting vari- 
ous kinds of dead bacteria. For this 
reason, they cannot be considered as 
positively pathognomonic, but so 
rarely do they occur in any other type 
that it is the responsibility of the ob- 
server to prove that they are not tuber- 
culous rather than the reverse. 

These nodules on the iris edge may 
be found there during the course of 
fundus lesions quite as well as in an- 
terior eye lesions and the absence of 
all signs of iridic inflammation is no 
reason why they should not be looked 
for. In white people I have never seen 
them except upon the iris edge, but 
in the eyes of several colored persons 
they have been thickly scattered upon 
the iris surface and sometimes blended 
to form a waxy mass between the iris 
and the cornea or between the lens and 
the iris. In the latter instance, the iris 
was pushed forward in contact with the 
cornea, and in the former the mass filled 
the entire lower third of the anterior 
chamber. There was later a perfora- 
tion in this case, lowering the tension 
to minus three, but all of this without 
pain or discomfort, other than slight 
lacrimation and photophobia. This is 
the great characteristic of tuberculous 
disease of the anterior segment in con- 
trast with the syphilitic case, which is 
never so painless or so limited in its 
area or its effects. Many cases of tu- 
berculous iridocyclitis never develop an 
acute stage but run on for years with 
but little limbal injection and this only 
at times. Nevertheless, new adhesions 
form at every flare-up, secluding and 
occluding the pupil. 

There is one well recognized type of 
tuberculous uveitis that runs its quiet 
course of years without the slightest 
redness, pain, or deposits upon the 
posterior corneal surface recognizable 
by the naked eye. The slit-lamp will 
show fine bits of fibrin with an oc- 
casional clump here and there. After 
this has gone on for several years, the 
lens begins to cloud about the posterior 
pole beneath the capsule and eventually 
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a ripe cataract forms; after this the iris 
begins to lose its proper pigment in and 
upon the anterior layer, producing very 
gradually a strange contrast with the 
normal eye. This is the history of the 
usual case of true heterochromia. A 
variation of this form is brought to no- 
tice by complaints of poor vision at 
night, and, later in the case, by clouding 
of the vision by slowly developing 
cataract. 

Such a patient is Mrs. S., who has a 
history of repeated lying up for general 
debility with heavy colds. After a per- 
iod of rest, she recuperates and resumes 
work. At the age of twenty-seven 
years, her vision at night is very poor. 
Fine vitreous opacities are seen but no 
lesion in the fundus can be connected 
therewith. Fine fibrin deposits were 
seen upon the posterior surface of the 
cornea and soon the lenses showed the 
inevitable effects of the quiet uveitis. 
When her vision was lowered below the 
point of practical use, the necessary re- 
lease from work permitted her removal 
to the country, where she immediately 
improved in every way except the 
cataracts, which were later operated up- 
on with success. If but one eye had 
been involved, this would undoubtedly 
gone to heterochromia, but, as it turned 
out, it must be called chronic uveitis. 

3etween the two extremes of the 
sharp and severe onset and the quiet 
chronic uveitis, every possibe type can 
be found. The prognosis of these cases 
depends upon the resistance of the in- 
dividual, which means as a rule, that 
youth offers much but older persons 
are not so fortunate. There are how- 
ever, many younger persons who have 
been blinded first in one eye and then 
in the other because they were in poor 
health and unable to resist the disease. 
Not a few of this type die of tubercu- 
lous disease elsewhere in the body. 

One patient of this type has vision 
of 10/70 in the left eye. This eye has 
been poor as long as he can remember. 
There is nothing to be seen in the front 
of the eye, but in the macular area is a 
large pigmented scar which suggests 
several choroidal lesions. The second 
eye was normal in every respect until 


this young man reached the age of sev- 
enteen years, when a low-grade cyclitis 
with sharp exacerbations, of two years 
standing, reduced the vision to light 
perception. The immediate cause of 
the poor vision is seclusion and occlu- 
sion of the pupil, with cataract. 

In older persons, subacute iritis may 
begin after a period of poor health for 
which no good reason can be found. 
Vague joint pains and stiffness are 
often taken to be rheumatic, with re- 
moval of tonsils and other foci of in- 
fection. Sooner or later, the eyes attract 
attention and the patient is often in- 
capacitated by poor vision following 
low grade iritis. The process is not 
limited to the front of the eye, as the 
vitreous opacities will show. Careful 
physical examination often reveals an 
active lesion in the lung or elsewhere, 
and after a year or two the patient dies 
of tuberculosis in the thoracic or ab- 
dominal cavity. 

These cases are the most difficult to 
treat and the results are the poorest. 
In the acute stages, the x-ray does good 
work, but nothing seems to control the 
low grade uveitis that runs on indefi- 
nitely. Everything within our power 
should be done to build up the resist- 
ance of the patient, for if he is treated 
as an eye case there is little hope. As 
has been mentioned previously, colored 
people suffer severely with this type, 
and perforation from the anterior cham- 
ber by way of the canal of Schlemm to 
the surface in the limbal region may 
take place. The usual outcome of the 
average case is a quiet eye without vis- 
ion, with the iris, lens and pupil smeared 
with organized exudate and shutting 
out any view of the interior of the eye. 
If perforation occurs, a shrivelled eye 
is the result. Not much different is the 
final state of an eye with “severe in- 
volvement of the iris, ciliary body and 
lens. If there is a mass of waxy exu- 
date in the anterior chamber pressing 
against the cornea or pressing the 
iris against the cornea, the cornea loses 
its transparency and all details beneath 
this opacity are lost. If there is much 
deposit on the posterior corneal surface 
low down, as is often the case, new 
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vessels form in the deep layers and 
vitreous membranes and in addition 
vessels may form in the chamber 
against the posterior corneal surface. 
Examples of these details may be seen 
in the illustrations accompanying. this 
article. 

An occasional precipitating factor in 
tuberculous disease of the anterior seg- 
ment of the eye is trauma. One of the 
cases cited was the sequel of a blow 
upon the affected eye. Another type of 
lesion belonging to the tuberculous 
group and found on the cornea, on the 
limbus, or even upon the sclera, is the 
phlyctenule, formerly common but not 
seen nowadays with anything like the 
former frequency. 

The bacillus of tuberculosis has never 
been found in the lesions of phlycten- 
ular keratitis or conjunctivitis, and the 
characteristic nodule has been trans- 
planted to the anterior chamber of rab- 
bits with negative results. Typical 
phlyctenules have been produced in rab- 
bit eyes after infecting the animal with 
the disease or sensitizing it with tuber- 
culin, and then instilling the toxin of 
staphyloccoccus pyogenes aureus into 
the conjunctival sac. Healthy animals 
do not respond to this instillation, but 
the instillation in the sensitized animal 
is often accompanied by a severe con- 
junctivitis which is very like the 
conjunctivitis seen in scrofulous pa- 
tients. Rubert and Rosenhauch have 
carried on these experiments with sim- 
ilar results. 

Phlyctenular conjunctivitis does not 
often accompany severe tuberculous 
disease, but rather the milder types 
with lesions of the cervical, axillary, 
or bronchial nodes. It usually occurs 
in children, but some of the severest 
examples have been observed in adults, 
in which tase the need of a thorough 
physical examination is apparent. 
Every now and then, in both children 
and adults, an attack of phlyctenular 
disease has been the precursor of basilar 
meningitis or pulmonary disease. Its 
rarity in adults and its frequency in 
children suggest that most of the for- 
mer have recovered from some form of 
tuberculosis, thus acquiring an immun- 
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ity. Occurrence in the adult might 
indicate the loss of this immunity. 

Phlyctenular keratitis and conjunc- 
tivitis occurs most often as a single 
lesion or a group of fine blisters upon 
or near the limbus. The top of the blis- 
ter exfoliates, whereupon a secondary 
infection with staphlylococci is proba- 
ble unless efforts are made to prevent 
it. In some cases, the secondary in- 
fection may be so severe that the case 
appears like a purulent ophthalmia. The 
lids are swollen shut, and the cornea 
cannot be seen without using a Desmar- 
res lid retractor. After the secondary 
infection has been eliminated, the diag- 
nostic signs of the real disease may be 
recognized. The severe type appears as 
if many fine grains of sand had been 
scattered all over the cornea. The ir- 
ritation is intense. These lesions are 
much smaller than the first type and 
what happens to them can only be sur- 
mised, as they are too minute to study. 

In small children suffering with 
phlyctenules, it is amazing to see how 
regular and intense is the reaction of 
the Pirquet test and how long evidences 
of the reaction remain when once es- 
tablished. 

There are many who prefer tuber- 
culin injections for the treatment of 
this condition, but in recent years the 
favorable response from other means 
seems to make this injection unneces- 
sary. In this age of therapeutic nihil- 
ism one feels rather timid about sug- 
gesting the efficacy of a remedy given 
by mouth but the most satisfactory re- 
sults following the administration of 
small doses of quinine in inveterate 
cases in youthful persons are worth 
noting. Several instances of young 
people under twenty, who have had red, 
watery and painful eyes for months, 
come to mind. Treatment of the nose 
had been without avail and everything 
a group of men could think of had 
failed to relieve the redness and lacri- 
mation and control recurrences of crops 
of small blisters. The effect of the ad- 
ministration of quinine in some form 
and in very moderate doses has been 
most satisfactory. The dose and the 
preparation has varied but the effect 
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has been the same. It is fashionable to 
reject everything not shown in a test 
tube, but the repetition of a favorable 
result ought to be worth something, 
even in a pessimistic age. 

Microscopic examination of the se- 
cretion of severe cases should always 
be made, as the secondary infection in 
some very acute cases has been found 
to be pneumococcic, yielding to opto- 
chin or mercurochrome. After the sec- 
ondary infection is. removed, the case 
assumes quite a different aspect. It 
should be a routine measure in these 
cases to instil a local antiseptic such as 
argyrol as soon as the eye is the least 
red; the drops used will not cure the 
case but will eliminate the photophobia, 
lacrimation, and eczematous condition 
of the lids and lid angles. After ef- 
floresence of the blisters there should 
soon be but little reaction or redness, 
but if this is present it indicates a sec- 
ondary infection. 

Some years ago, it was not at all un- 
usual to see cases of phlyctenular con- 
junctivitis with intense photophobia for 
months with eyes but little injected. 
Occasionally a new crop of blisters 
would form and this would be an- 
nounced by intense redness and lacri- 
mation, causing the child to bury its 
head in a pillow or to seek some dark 
corner where it would lie inert for hours 
ata time. Such cases are now a rarity 
and this has been brought about prob- 
ably by better housing, better food, and 
more light and air. Probably two im- 
portant factors overlooked in the search 
for the influence that has lowered the 
tuberculosis morbidity and mortality 
to the amazing degree shown by re- 
liable vital statistics everywhere in this 
country, have been the education of 
mothers in infant feeding and the gen- 
eral use of pasteurized milk. 

A decidedly unusual but most im- 
portant entity in which the eye lesions 
are an important feature is seen in the 
group of cases diagnosed as _ polyar- 
thritis deformans. Not all of these 
cases have eye symptoms, but the type 
to which I refer begins as a slow, 
chronic joint disease which cripples the 
patient and ties him up in bed. After 
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a few months, he is helpless because 
of stiff and ankylosed joints including 
the small finger joints. Nothing seems 
to stay the progress of the disease and 
finally, to add to the misery of the 
pitiable state to which the patient has 
come, a low grade iridocyclitis appears. 
There is moderate circumciliary injec- 
tion with moderate photophobia and 
lacrimation ; adhesions form from time 
to time despite maximum dilatation so 
that the already adherent and irregular 
pupil is soon occluded and secluded. 
There are remissions and exacerbations 
which nothing controls. The cornea 
participates to an extent and soon be- 
comes clouded from the periphery with 
more or less vascularity, until it is dif- 
ficult to see the iris. Both eyes are 
usually affected and the patient is soon 
blind. Some of these cases are surely 
tuberculous and may be classed among 
the so-called “tuberculous rheuma- 
tisms.” The venereal factors and the 
unidentified infections are recognized 
generally, but the tuberculous type and 
especially tuberculous iridocyclitis are 
often missed. 

Illustrations of various types of tu- 
berculous lesion with brief case recitals 
will be offered to make plain the clinical 
aspects of a group of cases that demand 
our most serious consideration. 

When Helmholtz gave the profession 
the ophthalmoscope, a new world was 
opened to the eyes of the oculist, and 
every conscientious worker desiring to 
discharge his obligations to his patients 
according to the best standard of the 
moment was obliged to add this instru- 
ment to his equipment and learn its 
possibilities. Previous ideas of diag- 
nosis were scrapped, disease groups re- 
aligned, and conditions previously 
hopeless or in the doubtful list were re- 
viewed in a new light. 

The slit-lamp has done much the 
same thing for the oculist of this day. 
and this instrument is now as essential 
as the ophthalmoscope was then and 
still is. Many keen observers claim 
they can detect the minute deposits up- 
on the posterior corneal surface that 
lead to a correct diagnosis of the diff- 


without this instrument. 
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Nevertheless, I have yet to see a man 
who has acquired a slit-lamp and used 
it, but who has failed to grasp its pos- 
sibilities and would part with it. One 
of the most striking accomplishments of 
this instrument is the separation of tu- 
berculous types, from the iritis group 
narrowing down idiopathic iritis cases 
to a minimum, 

Irrespective of what the cause may 
be, a most discriminating search of the 
patient is in order in these chronic eye 
diseases, because no one factor contrib- 
utes so much to the patient’s future 
as increased’ resistance. Genuine 
sources of infection should receive at- 
tention, but with discrimination. Mere- 
ly because a patient has a low grade 
iritis or a chorioretinal lesion with vit- 
reous haze, there is no sense in order- 
ing tonsil or dental surgery lightly 
as is so often done. Still, with tuber- 
culosis as a probable cause of these low- 
grade conditions in our minds, no less 
careful examination of the patient is re- 
quired and no less judicious removal of 
diseased foci should be done. 

A thorough examination of the chest 
by every means at our disposal, careful 
laboratory work, and a broader view 
will remove many cases from the group 
of unsatisfactory results. Many cases 
previously discharged as cured (to re- 
turn later, with cataract or heterochro- 
mia, occluded and secluded pupils, or 
retinitis proliferans) will be continued 
under observation not for one or two 
months but for years, or as long as 
fibrin deposits upon the posterior sur- 
face of the cornea or iris nodules on 
the pupillary margin indicate the con- 
tinuance of a process not detectable by 
the means at our disposal before the 
slit-lamp came into use. Tuberculosis 
of the eye is but a part of a serious 
general condition, and is more common 
than is generally thought. Its outstand- 
ing characteristic is chronicity and a 
tendency to relapse. Many of these pa- 
tients die of tuberculous lesions else- 
where after the eye condition has given 
the hint that the original focus of the 
disease is again active. 

Sclerosing keratitis is an extremely 
rare type of tuberculous disease of the 
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ciliary region featured by opacity of the 
corneal margin in the region of the 
diseased focus. Owing to the length of 
this article, it seems wiser to discuss 
only the usual types of tuberculous 
disease of the eye. 

Three cases of large choroidal tuber- 
culoma under observation for at least 
two years, with water color drawings 
of the fundus at various times, showing 
the amazing effect of a few x-ray treat- 
ments, will be offered first. In one of 
these cases no iris nodules were ever 
found, but in the other two they were 
present. 

Case one. Mr. K., aged fifty-one 
years, was a heavy and apparently 
healthy man who had had a similar at- 
tack twelve years ago. His vision of 
20/20 and 10/200 is explained by the 
condition of his left fundus, of which 
a painting is shown as of April 22, 1928, 
(frontispiece 1A) fifteen days after 
he came under observation. The 
posterior corneal surface was dotted 
with bits of fibrin and there were dust- 
like vitreous opacities, but not until 
two weeks later did the iris nodules 
appear. 

One week after he first appeared, the 
star figure in the macular area devel- 
oped and he was sent to Dr. W. H. 
Dieffenbach of Manhattan for x-ray 
treatment. The effect was prompt, for 
after three treatments at one week in- 
tervals his vision returned to 20/30 in 
three months. The first effect of the 
x-ray was upon the vitreous opacities, 
which at once began to clear. The prog- 
ress toward better vision was contin- 
ued, and the second painting was made 
in October, 1928. 

With the clearing of the vitreous 
opacities, there came to view an old 
spot near the larger and newer focus, 
and we elicited the history that he had 
a previous experience much like this 
one, twelve years before, and despite 
the negative Wassermann reaction at 
that time had been treated with blue 
ointment. This may suggest to some 
that here was really a specific case, but 
if this is so a very efficacious treatment 
for syphilis has been found in the x-ray. 
No lesions were found in his chest or 
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elsewhere, but the history of previous 
lesion and relapse is according to our 
experience. The third painting (frontis- 
piece 1C), was made November 16, 
1929, and shows the complete clearing 
with the inevitable scar and an abso- 
lute scotoma corresponding thereto in 
the visual field. The vision at that 
time was 20/33. The older lesion is 
seen at the lower part of the larger 
lesion in (frontispiece 1B). 

Case two: Mr. L. At the age of 
twenty-one years, the vision of the left 
eye was blurred so that he could only 
count fingers at one foot. He has been 
treated. for syphilis despite negative 
Wassermann test. He has a mild scoli- 
osis, is overweight, and his complexion 
is pasty. In addition to the lesion 
shown, there are many fine vitreous 
opacities, and vitreous strands can be 
seen reaching forward almost to the 
lens. There are nodules on the iris 
edge, and deposits in plenty upon the 
corneal posterior surface. 

The patient has pyorrhea, which is 
rather unusual in so young a person, 
but we regard this as an effect of the 
basic condition rather than a cause of 
the eye condition. The Pirquet test de- 
veloped slowly but was very pro- 
nounced and lasting. Three months 
_passed between his original complaint 
and the time when I took charge of 
the case and .recommended the use of 
the x-ray. Three treatments were 
given by Dr. W. H. Dieffenbach at in- 
tervals of one week, and improvement 
in the vitreous exudates was seen at 
once. The vision however, never did 
improve, but the disc was very white, 
leading to the conclusion that this was 
an amblyopic eye or that the nerve was 
involved with subsequent atrophy as 
has been seen in cases brought to 
autopsy. 

In four months, all finer opacities 


had cleared, but there are still (18 
months later) the vitreous strands 
reaching forward. Shown in frontis- 


piece, 2A dates from April, 1928; fig- 
ure 2B from November, 1928; and 
figure 2C from November, 1929. Whe: 
last seen, the corneal deposits had dis- 
appeared, there was more or less pig- 
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mented debris on the anterior surface 
of the lens, and there were no syne- 
chiz, but beads on the vitreous strands 
were numerous. 

Case three (plate 6, figures 3A, B, 
and C): Mr. Kn., twenty-nine years of 
age, is of a delicate precocious type, 
with a history of indefinite periods of 
poor health making him weak and list- 
less. The lungs have been under sus- 
picion, but nothing definite found there. 
Suddenly, one week ago, the left eye 
became blurred; he could read 10/200. 
The drawing, made three weeks later, 
shows the large mass obscured by vi- 
treous exudates of fine dustlike char- 
acter. In addition, blood could be seen 
by using a strong beam of light directly 
through the large pupil, with the ob- 
serving eye looking along the beam. 
There were multitudes of fine floating 
dots in the aqueous and bits of fibrin 
sprinkled all over the cornea, but no 
nodules were ever found on the pupil 
margin. 

Dr. Rendich gave three x-ray treat- 
ments, and in three months the vision 
returned to 20/33 less three letters. 
Progress has been uneventful so far 
as the eye goes, but the patient is sub- 
ject to vague illnesses without definite 
lung findings. The vitreous opacities 
of the finer type have all disappeared, 
but some of the larger vitreous strands 
remain. As in all of these cases, the 
first sign of improvement after the first 
X-ray treatment was clearing of the 
finer vitreous dust and blood. This case 
was placed under treatment sooner 
than the rest, because the other cases 
had given confidence in the merits of 
the x-ray, and placed it among the first 
treatments to be used instead of at the 
foot of the list. In this case also there 
were positive signs of a previous lesion, 
and in all probability others will follow 
unless the patient’s general health is 
much improved. 

Case four shows the difficulties of 
correct diagnosis in cases coming late, 
after the pupil is clogged or adherent. 
One is unable to tell whether only the 
anterior segment is concerned, and de- 
velopment of tension is not so uncom- 
mon when the lesion is far forward. If 
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favorable developments permit a view 
into the eye later on, after the original 
diagnosis of uveitis has been made, 
large conglomerate masses may be 
found, which with the history will clear 
the diagnosis. Mrs. S. has been under 
observation for more than six years, 
coming first because the vision of the 
right eye had suddenly blurred to the 
point where only large objects 
could be dimly seen. There is a semi- 
opaque elevation on the cornea, run- 
ning crosswise below the pupil. De- 
posits on the cornea are seen, but a 
view into the eye is impossible. Ac- 
cording to the Schigtz instrument, the 
tension is 27.5 and 20 mm. respectively 
right and left. 

Under the use of Burnham’s soluble 
iodine internally and _ pilocarpin lo- 
cally, the tension came down and the 
welt on the cornea disappeared in three 
months. Vision improved to 20/50 but 
vitreous opacities and the corneal de- 
posits were still evident. One year 
later, there was an exacerbation, which 
brought the patient in for relief of pain 
and photophobia. Adhesions had 
formed and vision dropped to 10/40. 
The previous treatment was resumed, 
and after a month, a large white mass 
could be seen in the lower anterior 
fundus. 

Four years late~, another attack with 
plus tension occurred, but no new ad- 
hesions formed. This bothered her a 
great deal, and she was referred to Dr. 
Rendich for x-ray treatments, which 
promptly relieved the acute symptoms 
and also the plus tension. The corneal 
deposits continued steadily for a year 
but began then to acquire pigment, in- 
dicating age or recovery. In Novem- 
ber, 1928, inunctions of Ektebin oint- 
ment were instituted at weekly inter- 
vals until they gradually ceased to 
evoke local reactions. At first, several 
hundred hard acnelike pimples were 
raised, but in four months the response 
gradually became less and less and 
finally the ointment was discontinued. 
The effect of these inunctions has been 
most favorable, and now the vision is 
20/66, and details of the large choroidal 
scar can be seen easily through the pu- 
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pil, where formerly only a large eleva- 
tion was dimly seen. 

It is my belief that if we could look 
into the eyes of cases of old, recurring 
iritis or iridocyclitis with one blind eye 
and a history of repeated low-grade 
ciliary injection, even with mild hypo- 
pyon that disappears as rapidly as it ap- 
peared, similar fundus lesions could be 
found. In this case, iris nodules were 
conspicuous by their absence, although 
the early examinations were without 
the benefit of the slit-lamp. 

To contrast the prognosis in a young 
person with that of the average older 
patient, the following two cases are 
cited: 

Case five: Miss Betty Z., at the age 
of fifteen years, had a sharp pain in 
the right eye with moderate limbal in- 
jection. Adhesions were present when 
she first came in. These were easily 
broken and the symptoms soon quieted, 
only to start anew, and soon again to be 
relieved. Shortly the left eye became 
involved, and several adhesions formed 
in it that could not be broken, as the 
pupil was dilated ad maximum. The 
vitreous of both eyes was full of fine 
dustlike opacities, but the Wassermann 
test was negative. The family physi- 


cian was not able to find active lung 
lesions and the patient’s health seemed 
perfect. Toward the last of this illness, 
a small white spot could be seen in the 
left macular area, accounting for the 
lower vision in this eye at that time, 


Fig. 2 (Lloyd). Same patient as num- 
ber three. Fundus lesion eight years after 
tuberculous iridocyclitis. 
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20/30 as compared with 20/20 for the 
right eye. 

After some sixteen months, the 
symptoms disappeared. The illustra- 
tions made eight years later show 
nothing of her original illness except a 
small black spot in the left macular 
area (figure 2 in text), and a vitreous 
membrane springing from the angle of 
the chamber below and running up- 
ward on the posterior surface of the 
cornea to end in small suckerlike 
We be- 


processes (figure 3 in text). 
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the disease is rarely limited to the an- 
terior segment of the eye. This patient 
now has a visual acuity of 20/20 O.D., 
and 20/20 less a letter or two, O.S. 
Case six: In contrast with this very 
happy outcome is the case of Miss Sr, 
aged seventy-two years. After an auto- 
mobile accident in which her leg was 
broken and her body and limbs badly 
bruised, the vision of the right eye 
blurred very suddenly and became red 
and moderately painful. The fundus 
was not open to inspection, because of 


Fig. 3 (Lloyd). Formation developed on posterior surface of cornea during tuber- 


culous iridocyclitis eight years before. 


lieve this was a blood channel devel- 
oped as a protection against the evil 
effects of cyclitic deposits, something 
often found in cases with long standing 
and recurrent deposits upon the lower 
part of the cornea. 

The choroidal lesion impresses upon 
us the importance of watching the 
fundus when we can, because in cases 
with a diagnosis of iritis or iridocyclitis 


profuse vitreous opacities. Typical iris 
nodules were present upon the posterior 
iris margin, also pigmented deposits up- 
on the anterior surface of the lens in 
the pupillary area, and nonpigmented 
fibrin on the cornea. The adhesions 
were easily broken and all acute symp- 
toms soon relieved, but there was no 
improvement in vision, nor has there 
been in the year following. (Figure 4 
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Fig. 4 (Lloyd). The white spots on the anterior surface of the iris are atrophic areas. 
On the left side, the iris margin shows four typical “nodules”. On the right side, just 
above the center of the iris margin, is an adhesion that originated in a similar nodule. The 
anterior surface of the lens is spotted with pigmentary deposit which, despite the patient's 
statement to the contrary, indicates a long standing condition. The lens is gradually be- 


coming cloudy. 


in text.) The illustration shows the eye 
at this time with the lens less trans- 
parent than usual because of senile 
changes. True to form, this case has 
had its up and downs, with adhesions 
forming gradually despite every effort, 
until at present the pupil is small and 
adherent generally. There has never 
been an elevation of tension, but 
nodules and corneal deposits have per- 
sisted despite the satisfactory appear- 
ance of the eye. 

Recently, after a sharp aggravation, 
the anterior chamber was one-third 
filled with blood that cleared in a 
month, leaving the cornea much 


clouded and with many new vessel 
loops forming in the deeper layers. 
About one year after the initial lesions, 
the second eye was suddenly clouded 
and vision reduced to 10/70, where it 
remains. An adhesion or two have 
formed, and the characteristic post- 
corneal signs are easily found. The im- 
mediate cause of the poor vision in the 
left eye is vitreous exudate. While 
the symptoms that attract attention in 
these cases are anterior, it is hard to 
believe that the entire uvea was not 
involved from the beginning. X-ray 
treatments relieved the acute attacks 
in the right eye, but the chronic stage 
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continues despite any form of treatment 
we have used. 

One or two other cases of this type 
in older persons recall the fact that 
there are two ages especially exposed 
to tuberculous eye disease; young peo- 
ple around twenty and older persons 
(especially women) of fifty or sixty 
years. The latter group not infre- 
quently begin a long period of invalid- 
ism with this type of iridocyclitis, 
after which indefinite muscle and joint 
pains and swellings suggest the under- 
lying cause to be rheumatic, for which 
removal of teeth and tonsils is done as 
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of this, she came to the clinic with the 
eye as it is seen in figure 5 in the text. 
Under atropin and general measures to 
improve her condition, this eye im- 
proved, while the second eye became 
involved, but to a lesser degree. She 
was irregular in her attendance, but 
after three or four months was in ap- 
parently good condition. She then de- 
veloped a pleurisy with effusion which 
was relieved, and in another three or 
four months she entered a hospital be- 
cause of peritoneal tuberculosis. She 
was operated upon without success and 
died about a month later. 


Fig. 5 (Lloyd). Attack followed blow on eye. Patient was a young colored woman 
who later developed pleurisy with effusion and died of tuberculous peritonitis. 


aroutine. The expected relief does not 
follow, and finally chronic pulmonary 
disease ends the scene. 

Case seven: Colored persons have 
less resistance to tuberculosis of the 
eye, and most aggravated types are seen 
in them. The first illustration of this 
group is in the eye of a young colored 
woman of twenty years who was struck 
in the left eye by a basketball. The 
eye became watery and red, with vision 
somewhat reduced. After some days 


Case eight: The second case of this 
group was in the left eye of a colored 
boy of eight years who was brought 
because of the redness of the left eye 
and poor vision. (Figure 6 in text.) 
There was no pain then nor did the 
condition ever bother him. A large 
waxy mass in the anterior chamber de- 
veloped from numerous nodules on the 
anterior surface of the iris, and finally 
perforation took place just behind the 
limbus but without visible escape of 
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Fig. 6 (Lloyd). Colored boy of eight years. Perforation at limbus, and enucleation. 


fluid. The tension dropped to minus 
three and the perforation occurred in 
spite of x-ray treatments. Seemingly, 
the process passed from the angle of 
the anterior chamber into the canal of 
Schlemm and thence to the surface. 
The eye was enucleated. 

Case nine: The third case of this kind 
was in the right eye of a healthy-look- 


ing colored woman of twenty-three 
years. (Figure 7 in text.) This eye 
had been bothering her for some weeks, 
but she came finally because of the nag- 
ging pain. This was promptly relieved 
by x-ray treatments. When she first 
appeared, there was a waxy mass be- 
hind and below the pupil, pushing the 
iris against the cornea, which soon 


Fig. 7 (Lloyd). Colored woman. Scleral nodule. Vision nil. Neglected case. Re- 


lief from x-ray treatment. 
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clouded so that nothing could be seen 
through it below the pupillary center. 
The transverse corneal opacity in the 
upper corneal layers and on the surface 
came next, giving the appearance seen 
in.the picture. This eye soon quieted, 
but the iris, lens, and remains of the 
exudation formed one mass connected 
with the posterior surface of the cornea. 
The nodule on the sclera disappeared 
very slowly and signs of it could be 
seen for three months thereafter. 

Case ten: The slitlamp appearance of 
the eye of a young colored woman with- 
out the slightest redness, but with large 
nodules on the anterior iris surface, is 
shown in figure & in the text. The de- 


posits scattered upon the posterior cor- 
neal surface are visible only to the slit- 
lamp and cannot be studied with the 
loupe. 

Case eleven: The next illustration is 
of the vascular type seen in a young 
boy of sixteen years with no other 
complaint than poor vision. (Figure 9 
in the text.) With no special treatment 
but increased hours of rest and more 
outdoor life, he made an uneventful 
recovery. This sort of thing is not at 
all unusual in young persons with good 
resistance, but some of the most pitiable 
cases are those of young persons who 
are in bad health and make a poor fight 
against invasion of the eye tissues. 


Fig. 8 (Lloyd). The many spots are deposits on the posterior surface of the cornea. 
These are hardly noticeable with a loupe but are of the type known as “mutton fat”. 
Three large nodules on the anterior surface of the iris can be seen, and seem to be an exu- 
date squeezed from the deeper parts of the iris through a small hole. On the right at the 
center of the iris margin is the typical iris nodule which is almost pathognomonic of tuber- 
culosis. No white person with white nodules on the iris surface like this has ever been 


seen by the writer. 
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Fig. 9 (Lloyd). Youth of sixteen years. Vessel tuberculosis. Recovery without treat- 
ment. 


Fig. 10 (Lloyd). Lesion developed in childhood, reducing vision to 10/70. Second eye, 
involved at age of twenty, is blind. 
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David H. is now twenty-two years of 
age and in excellent health, but was in 
bad physical condition from ten years 
of age up to the last year or so. The 
family pocketbook has improved during 
this period, and he has obtained em- 
ployment with a firm that does what 
it can for its employees; and to this 
humanitarian interest the patient is in- 
debted for what little vision he now 
has. The illustration (figure 10 in text) 
shows the interior of the left eye, which 
has a visual acuity of 10/70. The other 
eye is a wreck from long continued 
iridocyclitis with an opaque and lime- 
infiltrated lens. The iris is generally 
adherent, but during the past two years, 
under tuberculin injections and x-ray 
treatments, the exacerbations have 
ceased and the deposits (figure 11 in 
text) upon the posterior corneal surface 
are pigmented and scanty, making us 
feel that this eye is now really quiet. 


Composite 


Fig. 11 (Lloyd). slit-lamp 
image. The “block of ice” at the left shows 
a dark band at the bottom which is the iris 
out of focus. The posterior surface of the 
cornea has many small pigmented spots in- 
dicating that the deposit is old. The iris at 
the right is adherent to the lens surface which 
is spotted by pigmented deposit. The clear 
black zone separating the “block of ice” and 
the iris lens level is the optically empty an- 
terior chamber. 
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The leit eye, which had been considered 
useless since childhood is now his sole 
dependence. 

Hemorrhages into the vitreous with 
a decided tendency to relapse carry the 
same varied prognosis as the anterior 
lesions. In young people with adequate 
resistance, the final vision is usually 
good and the permanent defect small. 
But in others, with lowered resistance 
and especially older people in bad 
health, relapses and a strong tendency 
to organization of the clot into retinitis 
proliferans often ruin the vision entire- 
ly. 

Case twelve: The final case is that of 
a young woman of twenty-one years, 
weighing ninety pounds when she first 
came for treatment. The right eye (fig- 
ure 12 in text) has had no central vi- 
sion since childhood, because of a large 
macular defect of the disseminated 
choroiditis type, which is shown. The 
slit-lamp showed fine deposits upon the 
posterior corneal surface and a begin- 
ning secondary cataract at the posterior 
pole, beneath the capsule. She com- 
plained of sudden loss of vision of the 
left eye, which was occasioned by vitre- 
ous exudates of fine dustlike particles. 
Limbal injection was not excessive, nor 
was the pain bothersome. There was 
no trouble with adhesions, as atropin 
held the pupil wide without difficulty. 

In the course of three months, the 
vitreous exudates cleared and two small 
choroidal lesions came into view, just 
above the macular area. The vision 
was 20/20—5, and the eyes cleared 
without apparent residual activity, but 
the slit-lamp showed characteristic de- 
posits on the cornea which have re- 
mained visible for six years. At one 
time injections of tuberculin were tried, 
but the second dose of 1/1000 of a milli- 
gram, after 1/10,000 of a milligram had 
been given without effect, caused in 
both eyes a severe reaction lasting for 
six months. Nodules appeared upon 
the edge of the left iris, the deposits on 
both corneas increased, and several ad- 
hesions formed in the right eye. Both 
irides are now losing color, both lenses 
show posterior polar opacities, and a 
double heterochromia is developing. 
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Fig. 12 (Lloyd). 
years from lesion developed in childhood. 
volved twelve years after right. 


In this article very little has been 
said about heterochromia, which in 
most cases is the result of chronic tu- 
berculous uveitis. As the former con- 
dition is the subject of a separate ar- 
ticle, the reader will be referred to that 
article. Not all readers will agree with 
me that tuberculous eye disease is rela- 
tively common, preferring the theory 
of focal infection as a better explana- 
tion. It is worth while noting that 
Lang found eleven percent of his iritis 
cases were tuberculous while Brown 
and Irons set their figures at eight per- 


Mrs. W—D, aged twenty-nine years. 


Under observation 


Right eye blind for many 
seven years. Left eye in- 


cent. Rafaelson (Germany) found 2.5 
per cent of 1850 consecutive eye cases to 
be of this type, while twenty-three per 
cent of 168 cases of iritis and iridocy- 
clitis and thirty percent of twenty-five 
cases of choroiditis were diagnosed as 
tuberculous. 

The finer diagnostic signs of cases 
of serious eye disease cannot be appre- 
ciated without the slit-lamp, and it is 
not too much to say that this instru- 
ment is now next in importance to the 
hand ophthalmoscope. 


14 Eighth avenue. 
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A CLINICAL STUDY OF SIXTEEN CASES OF OCULAR 


TUBERCULOSIS 
G. F. SuKer, M.D. 
AND 


BEULAH CUSHMAN, M.D. 
CHICAGO 


A group of cases watched for periods ranging from six months to two and a half years 
seems to support the belief that chronic inflammatory diseases are frequently tuberculous, 
and that selected cases may be treated beneticially with tuberculin. Emphasis is laid on 
the principle that in these cases general care it just as important as specific therapy. Im- 
proper nourishment may be just as important in the onset of tuberculous infection as 


proper nourishment is in its cure. 


Sixteen private cases are briefly reported. Read before 


the Chicago Ophthalmological Society, February 17, 1930. 


So much has been written on ocular 
tuberculosis, especially of late, that we 
hesitate to report our cases, but do so 
that our results may help in establish- 
ing a definite line of treatment. There 
is much confusion about tuberculosis 
of the eye, as many clinicians do not 
recognize it as an entity, and others 
feel that tuberculin should not be used. 
Only as these cases are recognized and 
the remedy applied shall we develop a 
systematic treatment. 

F. M. Pottenger recently read a paper 
on allergy in clinical tuberculosis, 
which may help somewhat in interpret- 
ing the many different manifestations 
of tuberculosis, He states that Koch's 
phenomenon has been within our grasp 
for forty years but that like most great 
basic truths a prodigious amount of 
thought and labor has been required to 
clarify it. 

Koch’s well known phenomenon is 
that an animal which is immune to tu- 
berculosis through a previous infection 
reacts differently to the second dose of 
bacilli, producing very different results 
from the primary infection. This is the 
basis of the immunological approach to 
tuberculosis and has been made the 
basis of study of the immunity reaction 
in other diseases as well. 

Pirquet explained the changed reac- 
tion of body cells toward bacilli and 
bacillary protein, in the immune ani- 
mal, as compared with the one prim- 
arily infected. To the phenomenon met 
with in the reinfected he gave the name 
“allergy”, and he carefully studied 
many phases of the reaction. 

Krause, in his studies on allergy in 
experimental tuberculosis, says: 
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“For our purpose immunity is re- 
garded as that condition of increased 
specific resistance to implantation and 
extension of tubercle bacilli, and al- 
lergy as that state of tissue hypersen- 
sitiveness to  tuberculoprotein that 
comes into existence with the earliest 
formation of the specific anatomical 
tubercle. Both immunity and allergy 
continue to work within the body as 
long as the tubercle and its tubercle 
bacilli persist”. 

Allergy is established by the primary 
inoculation. In experimental tubercu- 
losis, the time of the appearance of al- 
lergy varies with the dosage of bacilli, 
coming on after a few days with large 
quantities of bacilli and after two or 
three weeks when a few bacilli are re- 
sponsible. The same probably holds 
true for man. 

With the study of the pathological 
processes in the living, research stu- 
dents have recognized the tuberculo- 
protein (tuberculin) as the natural 
curative substance, and feel that they 
can only aid the body by increasing the 
dose of tuberculin from time to time, 
as indicated by the sensitivity of the 
individual. 

This allergic reaction to tubercle 
bacilli seems to provide a_ suitable 
theory for many of the ocular mani- 
festations of tuberculosis and, indeed, 
seems to explain why satisfactory re- 
sults are obtained in the use of tuber- 
culin in cases of a chronic tuberculous 
nature, while it is of no value in the 
acute miliary form. 

Expressed briefly the history of ocu- 
lar tuberculosis as Ginsburg states 
in Henke and Lubarsch’s “Handbook 
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of special pathological anatomy and 
histology” is that the differentiation be- 
tween an acute tuberculous destructive 
process and the chronic tuberculous 
condition of the eyes has been general- 
ly understood only during the past ten 
or twelve years. 

As early as 1855 Graefe described a 
solitary tubercle of the choroid in a 
pig’s eye, and in 1858 Jaeger and Manz 
separately described cases in which the 
eyes were involved in miliary tuber- 
culosis. In 1863 Busch described a case 
of miliary tuberculosis with twenty- 
three tubercles in the choroid. 

In 1867 Cohnheim made the same 
anatomical description of tubercles as 
Busch. He found them in the chorio- 
capillaris and considered their origin to 
be from lymphoid cells. 

In 1873 Perls described the first re- 
corded case of tuberculous iridocyclitis 
in a man with a conglomerate tubercle 
of the iris and miliary tubercles of the 
retina. During the following years 
several cases were described, and in 
1878 Haab described granuloma iridis 
as of a tuberculous nature. 

A little later Michel and his school 
suggested tuberculosis as the primary 
etiology of many chronic inflammatory 
changes of the uvea. 

Later descriptions have pointed out 
that chronic tuberculous lesions tended 
to heal with the formation of fibrous 
tissue, causing a thinning of the coats 
involved. 

Rarely has the tubercle bacillus been 
isolated in these chronic ocular lesions, 
and this has caused many oculists to 
doubt that the eye is affected. But the 
pathological picture is typical of a 
tubercle in every other respect and the 
tubercle bacillus has so often been 
found in and isolated from the tubercle 
that the identity of tubercle in the eye 
should not be questioned. 

Finnoff has produced experimentally 
destructive or acute lesions in all the 
tissues of the eye except the lens, by 
injecting tubercle bacilli into the in- 
ternal carotid arteries, 

The cases we wish to report have 
been watched for from six months to 
two and one-half years, and this is only 
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given as a preliminary report. We 
realize that cases diagnosed as tuber- 
culous and treated with tuberculin and 
general therapy must be watched over 
a long period of time in order to study 
the chronic course and especially for 
the relapses which are so common in 
the tuberculous process. 

In 1927 Derby and Carvill reported 
on 63 out of 130 clinic cases of anterior 
ocular tuberculosis, which had been 
diagnosed and treated at the Massa- 
chusetts Eye and Ear Infirmary from 
1909 to 1917. Tuberculin treatment 
and general care had been guided very 
carefully. Of the sixty-three cases all 
except seven had recurrences, cad the 
number of recurrences varied from 
two to sixteen during the eighteen 
years. The recurrences ranged in 
severity from very mild conjunctival 
and ciliary injection to destructive in- 
flammation of the eye which involved 
months of hospital care. 

In this group the mortality was very 
high, eleven patients or seventeen per- 
cent dying within the length of time 
covered, and six of these eleven dying 
of pulmonary tuberculosis. All of 
these patients were clinic patients and 
were taken care of through the Massa- 
chusetts Eye and Ear Infirmary in 
association with the medical depart- 
ment of the Massachusetts General 
Hospital. 

Derby and Carvill came to the con- 
clusion that tuberculin treatment in it- 
self had no specific or lasting effect. In 
the discussion of their paper Verhoeff 
agreed with them and said that he had 
given up the use of tuberculin years 
before. 

Urbanek of the First Eye Clinic of 
Vienna has recently published a most 
elaborate and detailed monograph on 
the “Importance of tuberculous inflam- 
mations of the uveal tract”. He em- 
phasizes the value of tuberculoprotein, 
using a preparation of the toxins called 
“tebeprotein” in preference to the 
tubercle bacilli. He records’ very 
beautiful results. 

Many other papers have appeared, 
some authors feeling that tuberculin is 
of great value in the treatment of ocu- 
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lar tuberculosis, and others leaning just 
as strongly toward a pessimistic point 
of view. 

King, in an article on tuberculin, re- 
cently published a table giving the 
statistics on treated cases reported in 
the literature. In the combined reports 
of 528 cases treated by authors who 
felt that tuberculin treatment was 
beneficial, 51.1 percent were healed, 
31.8 percent were improved, and 15.5 
percent were unimproved. King him- 
self believes that tuberculin is of great 
value in the treatment of ocular tuber- 
culosis, and that further progress in 
tuberculin therapy is only a matter of 
time. He contends also that its use in 
properly selected cases will avoid loss 
of sight and needless suffering. 

Spontaneous cure of tuberculous le- 
sions elsewhere in the body is common, 
as the autopsy findings show. The fre- 
quent self-limited course or spontane- 
ous healing of ocular tuberculosis 
lesions makes the question of treatment 
much more difficult to analyze. As 
chronic tuberculous lesions tend to heal 
with the formation of fibrous tissue, the 
resulting scars are minimum. 

The senior writer of this paper, until 
two and one-half years ago, had re- 
ferred ocular tuberculous cases to the 
internist for tuberculin injections, but 
he has found that by treating them in 
the office of-the ophthalmologist the 
progress is much more satisfactory and 
the cooperation of the patient is much 
more easily retained. 

After the diagnosis was made, we ad- 
vised our patients that a long course 
of treatment would be necessary, and 
that unless we had their cooperation it 
would be useless to start. We also ad- 
vised them that general care was as 
important as any local treatment, and 
we used rest, diet, cod liver oil, and 
ultraviolet radiation as well as tuber- 
culin and local medicaments as indi- 
cated. 

The quite satisfactory results ob- 
tained so far in most of these private 
patients of our group as compared with 
the clinic patients of the Derby and 
Carvill group may be attributed to the 
continued cooperation of our patients, 


who for the most part came to us early 
in the course of their ocular disease, 
and their immediate return for further 
treatment when any change occurred 
in the condition of their eyes. 

Credit also must be given to the 
general care that they have been able 
to have, so that their general physical 
improvement has been very marked. 
They have been advised of the factor of 
tuberculous sensitivity and of the 
tendency to relapses. They have been 
taught that the way to lessen these 
risks is to keep fit generally with rest, 
food, and exercise; and that tuberculin 
may be necessary occasionally, even 
after apparent cure. 


Diagnostic doses 


We used the old tuberculin of Koch 
for the diagnostic injections in ascend- 
ing doses, after a normal temperature 
record of forty-eight hours and after 
the general negative examination. The 
patients were not hospitalized, and the 
ascending doses were given at forty- 
eight-hour intervals until 10 mg. were 
given, unless a reaction occurred before 
this. If no sensitivity was evident 
with 10 mg. of old tuberculin, the in- 
flammatory process was not considered 
tuberculous. General malaise after any 
injection was regarded as suspicious of 
a positive reaction, and the increase in 
the dosage for a temperature reaction 
would be very cautious, to safeguard 
any possibility of exciting the latent 
foci, which might be in the chest or 
elsewhere in the body. Also, with any 
retinal involvement, the increased 
dosage was watched with great care 
that no focal reaction should occur. 


Reactions 

The reactions varied from a rise in 
temperature to between 99 and 102.4 
degrees, and the local reactions were 
very definitely positive. We have had 
no ill effects in a focal reaction with the 
carefully guarded diagnostic doses, but 
rather have noted a definite improve- 
ment in the eyes with the increased 
doses, as Wilmer also stated in his 
clinical report in 1926. This improve- 
ment would be shown by a decrease in 


Ne 
er- 
ind 
ver 
idy 
for 
in 
ed 
ior 
en 
Sa- 
ont 
Sry 
all 
he 
ym 
en 
in 
ral 
in- 
‘ed 
ry 
er- 
ne 
ng 
of 
nd 
in 
rt- 
al 
m- 
it- 
In 
eff 
ad 
irs 
of | 
yst 
on 
n- 
n- 
in, 
ed 
he 
ry 
d, 
is 
u- 


784 


the pain and injection and a decrease in 
the number of cells in the anterior 
chamber. The pupil would dilate more 
promptly, and improvement would be 
noted from that time. This in itself 
might be cause enough for diagnosis, 
as in those cases which were not tuber- 
culous we have noted no ill effects with 
the 10 mg. dosage, and no improvement. 

Nonspecific proteins were used in 
several cases as treatment, with ap- 
parently no effect on the tuberculous 
lesions either for good or bad. Wilmer 
reported that milk injections had 
caused a marked focal reaction, where 
they had been added with the hope of 
accelerating recovery after tuberculin 
treatment, and he felt that they had 
helped in some cases. In our case num- 
ber 11, foreign proteins were given 
with the hope that the tolerance for 
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but no 
increase in tolerance was found. 


tuberculin would be increased, 


Vaccine used 

For treatment the vaccine against 
tuberculosis prepared by the Von Ruck 
Laboratories of Asheville, North Caro- 
lina, was used. This vaccine is made 
up from virulent strains of human and 
bovine types of tubercle bacilli, and it 
contains all the soluble body substances 
and the metabolic products of the 
bacilli in definite proportions. 

The doses were regulated entirely by 
the individual response, and if only the 
minimum dose could be tolerated it 
was repeated as tolerated, usually once 
a week. The treatment was continued 
until the process seemed well healed, 
and our aim was to continue the treat- 
ment until the patient could tolerate, 


Summary A 


| Comp. 
Case | Sex | Age Lesion Vision Dose | Temp. Reaction fix.tuber- 
| | culosis 
| before after | | 
treatment | Mg foc: al general 
|F.|60|RandL. |R. 15 | 1.5 | 
cyclitis 8.9 | 1.5 1/10 | 102.4 |V. blurred) marked | 
2 | F. | 25| R.andL. | | | 
| | central R. 0.2 | 0.2 
| choroid iL. 1.8 1.042) 1 | 0 | marked | 
3 | F. | 23| L.choroid | R. 1.5 | 1.5 | 
| L. 0.8 | 1.5 10 99 V. blurred) mild 
4 F. | 30 | retina m 8.3 | 
| L. 0.2 0.4 
5 | M. Rot retina | R. fingers at light per | 
1 foot | 
I 1.5 1 1.5 5 99 0 marked | 4++++ 
6 | F. | 32] R.andL. R. 0.84+3/1.0 | 
central | L. 0.8+3 | 1.0 | 2 | 101 V. blurred) marked | 
| | choroid | | 
7 | F. | 47 | R.sclera R. 0.8 0.8+1 
ee |L. 1.0 1.0 1/10 | 101.4 | 0 | mild 
8 | a 36 | sclera R. 0.8-3| 0.8 
L. 0.8—3| 0.8 2/10 | 102.4| 0 marked 
| F. | 23| R.sclera | R. 1.0 1.5 | 
1.0 |} 1/10; 99 0 mild 
! 
Note: Wassermann and Kahn negative in all cases. 2, 5, 9 under tuberculin treatment to date. 
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Summary B 


Vision Reaction Comp. 
eS | Age Lesion oa Dose Temp fix.tuber- 
before | after focal general | culosis 
40 1.2 [1.2 | | 
| iridocyclitis | L. 0 3-1 | 0.6 | 1 102 | 0 moderate 
11 | F. | 33 | L. iristu- | R | 
bercle (con- 0.8 | 101.2 \V. blurred] marked | +++ 
| glomerate) | | 
"42 | F. | R. |light per, | | 
iridocyclitis | 1/10 | 99.4 0 moderate| 
13. | F. | 27] R. 0.2 | 0.3 | 
| | iridocyclitis | L. 0.6-—2 | 0.6-—2 | 
4|F.|53|R.andL. | R. 0.1-1/ 1.5-2 | | 
| iridocyclitis L. 0.8—2 | 1.5-—2 | 101 0 moder rate) 
15 | M.| 35| R.andL. | R. 1.0 1.5 - | 
| keratocon- | L. 1.0 ‘3 3/1 | 0 moderate) +++ 
junctivitis 
1 | F. | 28 | Meninges R. 0.6+3 | 1.0 gi i 
| 1.0 1/10 | 99 V. blurred] severe |++++ 


eee: 10, 11, 14, 15, and 16, still rs treatment; 


12, complicated by secondary glaucoma. 


Wassermann and Kahn negative in all cases. Provocative Wassermann negative in case 11. 


without reaction, double the amount 
which had been required for the posi- 
tive intradermal diagnostic test. Fur- 
thermore the advice to the patient to 
continue to be careful of his general 
condition was repeated. 


General condition 

In each case a complete physical ex- 
amination was made by a competent 
diagnostician, and all foci of infection, 
such as infected tonsils, sinuses, and 
any infection about the teeth, were 
cleared up as far as possible. Negative 
uterine cervical cultures were reported 
in the female patients. Wassermann 
and Kahn reactions were negative in 
all cases, and a negative provocative 
Wassermann was obtained in one case 
which seemed clinically very definitely 
one of a gumma at the root of the iris. 

Roentgen examinations made of the 
chests showed no activity at the time, 
though patients 1 and 2 did show sus- 
picious scarring. Clinically, patients 
1, 2, 3, and 10 had the appearance of 
being phthisical individuals when they 
came in for the eye examination, and 
they had been examined at different 
times for pulmonary involvement, but 


no activity in the chest was found at 
any time. 

It is also interesting to note that in 
all of these patients the pathology of 
the eyes followed marked _ general 
physical exhaustion. Patients 9 and 
10 (women aged forty-seven and forty- 
eight years), had been on strict reduc- 
ing diets, one losing seventeen and the 
other forty pounds, Case 1 followed 
extreme physical exhaustion due to 
teaching a summer course in a strange 
subject and doing some further study 
along her line of special interest. Case 
2 followed five months after the birth 
of a baby, the previous eye having been 
affected when in college three years 
previously, working her way and find- 
ing time to study. Cases 3 and 16 were 
in young women who kept their weight 
around 130 pounds by carefully dieting 
and worked hard, from twelve to six- 
teen hours daily. Case 8 yielded the 
definite history of having procured the 
milk for the family from an infected 
herd of cows. 


Tuberculin injections 
In using tuberculin as a treatment, 
the only difficult feature of the treat- 
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ment, if there is any, is that the dosage 
must be regulated according to the 
individual reaction. A standard is set, 
but we have not been able to follow it 
inany case. The increasing dosage had 
to be regulated and in several cases we 
could not increase the minimum dose. 
We found it true also, as Urbanek re- 
ported, that in women the reaction to 
the dose of tuberculin was noted more 
often if given during the early days of 
menstruation. We found this true in 
five women out of the ten treated. 

In view of the fact that ocular tuber- 
culous lesions are self-limited, we hesi- 
tate to claim too much for the treat- 
ment. But after watching the patients 
clinically, the improvement in their eye 
condition began so rapidly and con- 
tinued so regularly, in contrast with 
their history of the duration of the 
process, that we feel that the tuber- 
culous condition was definitely short- 
ened by the use of tuberculin and the 
general care. 


Case records 

In reporting the clinical cases the 
form that Dr. Wilmer used in his clini- 
cal report is followed, as it is concise 
and only the positive facts are given. 


Case 1: Miss J. Y. Age 60 years. 
Ht. 5’ 7”. Wt. 135 Ibs. Came March 
4, 1927. 


Complaint: Floaters and blurring of 
vision for the past nine months. 
Family history: Mother died with 


tuberculosis when patient was a young 
Only brother died of a heart 
living in 


woman. 


complication after Denver 


Fig. 1 (Suker and Cushman). Right fundus 


of case 2. 
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Fig. 2 (Suker and Cushman). Left fundus 


of case 2. 

with pulmonary tuberculosis for many 
vears. Father died at eighty vears of 
age of senile changes, 

Present illness: Blurring of vision 
began in August, 1926, and continued 
about the same, with the clouds getting 
heavier and thicker, so that she had to 
shift her eyes to be able to read. Ton- 
sils removed, septum straightened, and 
sinuses drained, with increased eye 
symptoms. 

Present examination: Fibrosis right 
apex. Intradermal tuberculin test was 
positive (1/10 mg.). R.V.1.5; L.V. 1.5. 

Ophthalmoscopic examination: R, 
and L..E. showed few old posterior cor- 
neal precipitates, circulation in_ the 
anterior chamber, vitreous studded 
with cells and a loss of its contour, 
more marked in L.E. 

Diagnosis: R. and L.E. uveitis 
(tuberculous) with cellular infiltration 
and secondary changes in the vitreous. 

Treatment: Tuberculin injections 
were begun April 8, 1927, with 0.0005 
and continued until September, 


meg., 
1928, 
era 


Fig. 3 (Suker and Cushman). Central fields 


of case 2. 


dus 


Ids 
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Discharge note: March, 1929: R.V. 
12+4; L.V. 10+ 3. Both lenses 
show beginning sclerosis, no doubt 
secondary to the changes in the 
vitreous. 


Case 2 (illustrations 1, 2, 3): Mrs. 
T.O. Age 25 years. Ht.5’5%"”. Wt. 
130 Ibs. Came Nov. 2, 1928. 

Complaint: Loss of right vision 
three years previously and blurred vi- 
sion of L.E. as it started in R.E. 

Past history: Three years pre- 
viously, while a senior in college, 
noticed blind spot in right eye while 
reading. local and general treatment 
had no effect. Was not tested with 
tuberculin. 

Present illness: Left vision became 
blurred in October, 1928, three months 
after the birth of her babe. 

Present examination: R.V. fingers 
at 1 ft. (eccentric). L.V. 1.0+2. Right 
central scotoma. Left relative central 
scotoma to blue and green (0.5°). In- 
tradermal tuberculin test positive (1 
mg.). 

Ophthalmoscopic examination: R.E. 
Hole in macula with well pigmented 
borders. L.E. Blurring of macular 
region, with two yellowish areas above 
and temporal from the foveal reflex. 
Loss of vitreous contour of both eyes 
with no cellular infiltration. 

Diagnosis: - R.E., healed central 
choroiditis. L.E., active central choroti- 
ditis (tuberculous). 

Treatment: Tuberculin therapy 
siarted Nov., 1928, given by Dr. 
Tell Nelson. Babe taken from breast; 
rest and diet. Drs. Lichtenberg and 
Lemoine in Oct., 1929 report her vision 
L.E, 1.0 and local condition cleared up. 


Case 3 (illustration 4): Miss K.W. 
Age 23 vears. Ht. 5’ 3%”. Wt. 115 
Ibs. Came Jan. 4, 1929. 

Complaint: L.V. became blurred ten 
days before. 

Past history: Negative except for 
general physical exhaustion five years 
before, and was examined carefully for 
a possible pulmonary tuberculosis. At 
that time she had a slight blur over 
her left eve which lasted three or four 
days. 


Present examination: R.V. 1.5. L.V. 
0.8—2. R.E, normal. L.E. Healed 
choroidal tubercle with well pigmented 
borders and an active lesion just below 
in the upper outer temporal quadrant 
of the fundus. Extensive exudate reach- 


Fig. 4 (Suker and Cushman). Left fundus 
of case 3. 


ing forward in Cloquet’s canal, and 
blurring of the disc. Intradermal tuber- 
culin test positive (10 mg.). 
Diagnosis: Tubercle of choroid 
I..E.; a healed and an active lesion. 
Treatment: Tuberculin injections 
started Jan. 29, 1929, with 0.00025 mg., 
and continued once a week. The last 
dose, 0.65 mg., was given Dec. 2, 1929. 
Discharge note: Five lbs. gain in wt. 
L.V. 1.5, Advised as to general care. 


Cases 4, 5, 6: Came in with retinal 
and choroidal involvement, two with 
recurrent retinal hemorrhages and the 
other with a central choroiditis. All 
of these patients showed a definite re- 
action to old tuberculin and improve- 
ment with the treatment, but the treat- 
ment was referred back to the doctor 
who sent them in and we shall not re- 
port on them other than to include 
them in the table, but according to the 
last reports they are improving very 
satisfactorily. 


Case 7: Mrs. C. Age 47 years. Ht. 
5’ 2”. Wt. 150 Ibs. Came Dec, 22, 
1928. 

Complaint: Pain, redness, and swel- 
ling R.E. 

Present illness: Painful nodules had 
been present in R.E. for four months. 
Tonsils and dead teeth had been re- 
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moved with no improvement in the 
condition of the eye. 

Eye examination: R.V. 0.8; L.V. 
10+ 3. Right scleritic nodule and a 
thinning and darkening of the sclera in 
four other areas about the limbus. Iris 
slightly discolored and pigment de- 
posit on anterior surface of lens. Cir- 
culation in anterior chamber. L.E. 
normal. Fundi negative. Intradermal 
tuberculin test positive (0.5 mg.). 

Diagnosis: R.E. scleritis and iridocy- 
clitis (tuberculous). 

Treatment: Tuberculin injections 
were begun Jan. 3, 1929. The nodule 
disappeared by Jan. 19, 1929. The in- 
jections were continued intil April 30, 
1929, in gradually increasing doses. 
Thyroid gr. 0.25 and x-ray treatments. 

Follow-up note was received in Au- 
gust, 1929, and there had been no re- 
lapses, 


Cases 8, 9: Each showed a definite 
nodular scleritis and both were defi- 
nitely positive to the old tuberculin 
diagnostic injections, while all other 
tests were negative. With the treat- 
ment the pain and the nodules cleared 
up very promptly. But they were from 
out of town, and after two and three 
months respectively with no _ recur- 
rences they left without continuing 
their treatment. As each case could 
only take the minimum dose of tuber- 
culin, we felt that the treatment was 
not completed. 


Case 10: Mrs.S. Age 48 years. Ht. 
5’ 1”. Wt. 130 lbs. Came April, 1929. 

Complaint: Pain and gradual loss of 
vision in left eye. 

Past history: The eye trouble be- 
gan after losing fifteen pounds on a re- 
ducing diet. 

Present illness: Frequent headaches 
and pain in left eye began twelve 
months ago. Local and general treat- 
ment had caused no change. 

Present examination: R.V. 0.8—1. 
L.V. 0.1, R. and L. iridocyclitis; cir- 
culation in anterior chambers. No iritic 
adhesions; deposits on posterior cor- 
neal surface. 
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Diagnosis: R and L.  iridocyclitis 
(tuberculous). 

Treatment: Tuberculin injections 
were begun April 23, 1929. Posterior 
precipitates and circulation in anterior 
chamber disappeared in six weeks. 

Discharge note: Feb. 15, 1930. R.Y. 
1.0. L.V.0.5 (with glasses). Gain in 
weight of seventeen pounds, and 
general health greatly improved. 


Case 11 (illustration no. 5): Mrs, 
E.L. Age 33 years. Ht. 5’ 5%". Wt. 
130 Ibs. Came Sept. 30, 1929. 

Complaint: Pain and poor vision in 
L..E. 

Present illness: Pain and redness of 
left eve for six weeks, pain increasing 
and almost intolerable the past week. 
Has been treated for an iritis. 

Present examination: R.V. 1.2. -L.V. 
0.3—1. Large nodule in iris in upper 
nasal quadrant. Dense circulation in 
the anterior chamber, posterior bedew- 
ing. No posterior precipitates, pupil 
well dilated. Tension Schigtz, R. 15, 


Fig. 5 (Suker and Cushman). Case 11. 


IL. 31 mm. Complement fixation for 
tuberculosis 2 plus. Intradermal tuber- 
culin positive (1 mg.). Provocative 
Wassermann negative. 

Diagnosis: Tuberculoma of iris. 

Treatment: Tuberculin injections 
begun Oct. 14, 1929 and continued to 
date. Radium for persistent menor- 
rhagia. (No tuberculous changes in 


A 
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endometrium.) ‘Tonsillectomy advised. 

Follow up note: Feb. 1, 1930, no 
pain, and mass has almost entirely dis- 
appeared; few cells only in anterior 
chamber. L.V. 0.8. 


Cases 12 and 13: These were old 
cases of iridocyclitis, which had been 
treated for six months and a year re- 
spectively as due to focal infection and 
all available foci had been removed 
with no improvement. The vision was 
practically lost in the eyes affected 
and, although they each gave a very 
definite positive reaction to the old 
tuberculin tests, their eyes were in such 
a degenerate condition that we did not 
urge treatment. Case 12 went on toa 
secondary glaucoma and no doubt will 
need to have an enucleation. 


Case 14: Mrs. B. Age 53 years. Ht. 
5’ 3”. Wt. 139 lbs. Came Nov., 1928. 

Complaint: Pain in both eyes and 
blurred vision. 

Present illness: For three months 
the vision had been blurred and the 
eyes red. Dull pain most of the time 
in both eyes. 

History: Milk for family had been 
obtained from a herd of cows that had 
recently been pronounced tuberculous. 

Present examination: R.V. 1.0. L.V. 
0.8. Two broad iritic adhesions in the 
right and three in the left eye. Large 
mutton-fat deposits on posterior sur- 
face of cornea. Circulation in anterior 
chamber. Many nodules in each iris, 
with exudate. Three located near the 
pupillary margins in right eye at six 
o'clock position. Intradermal tuber- 
culin test positive (5 mg.). 

Diagnosis: Iridocyclitis (tubercu- 
lous, probably of bovine type). 


Treatment: Tuberculin injections 
and general therapy. 
Discharge note: R.V. 1.5. L.V. 15, 


with the original adhesions persistent, 
but no further involvement. Gain in 
weight of eight pounds and general 
condition markedly improved. 


_ Case 15: Mr. B. Age 33 years. Ht. 
” 6”. Wt. 125 Ibs. Came July 18, 
1929 


Complaint: Attacks of conjunctival 


irritation and redness of both eyes with 
some discharge, which would last for 
seven to ten days, occurring frequently 
during the past two years. Eight dead 
teeth and tonsils had been removed 
with no changes in the eye condition. 

Examination: R.V. 1.5. L.V. 1.5. 
Small nodules millet seed in size and 
phlyctenule-like in character. were 
present in each conjunctiva, three in 
the right and four in the left. Each 
cornea showed superficial scars and 
areas of staining resembling Fuchs’s 
keratitis subepithelialis punctata. In- 
tradermal tuberculin test positive (0.3). 

Diagnosis: Keratitis subepithelialis 
punctata and conjunctivitis (tubercu- 
lous). 

Treatment: Tuberculin injections in 
0.0005 mg. dose begun Aug. 2, 1929, 
continued once a week to Jan. 17, 1930, 
and concluded with dose of 0.05 mg. 

Discharge note: R.V.1.5. L.V. 1.5. 
Gain of fifteen pounds in weight. Had 
no attacks after the tuberculin injec- 
tions were started, and was able to 
work every day. 


Case 16 (illustration no. 6): Miss 
J.T. Age 28 years. Ht. 5’ 6” Wt. 
130 Ibs. Came June, 1929. 

Complaint: Poor vision. 

Past history: Negative, except -diet- 
ing to keep weight at 130 pounds. 

Present illness: Vision in left eye 
became blurred six months ago, one 
week following an attack of influenza. 
Pain was severe in the left temple and 
supraorbital region, and continued. 

Examination: R.V. 0.6, L.V. 0.8— 
2. General examination negative. 
Complement fixation test for tuber- 
culosis 4 plus. Fields showed left ho- 
monymous hemianopsia with sparing 
of macular fibers. Left central relative 
scotoma for green, blue, and red (0.5°). 
Wernicke pupillary reaction elicited 
several times one day. Intradermal 
tuberculin test positive (0.1 mg.). 

Diagnosis: Tuberculous process 
affecting the optic tract between the 
chiasm and the primary centers, 

Treatment: Tuberculin injections 
begun immediately on her return to 
Texas. Report from Dr. Applewhite of 
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Fig. 6 (Suker and Cushman). 


San Antonio Oct. 26, 1929, stated that 
her general condition had markedly im- 
proved. R.V.1.0. L.V.1.0. Fields the 
same, though central fields had cleared 
up. 

We are interested in presenting this 
case with this group as it is so similar 
to a case reported by Gamble and 
Gamble before the section on ophthal- 
mology of the American Medical Asso- 
ciation in 1925, Their patient had 
fields which indicated a chiasmal lesion, 
and he recovered on tuberculin treat- 
ment after various other treatments 
and also after one relapse, which came 
after he stopped the treatment. With 
a decrease in the vision he returned for 
treatment and carried on until he was 
discharged. On inquiry recently, Dr. 
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Gamble reported that this man had had 
no recurrences to date and had re- 
mained in good condition. 


Summary 

To conclude we believe that 

(1) chronic inflammatory conditions 
of the eyes are often tuberculous. 

(2) selected may be treated 
with tuberculin. 

(3) general therapy is just as im- 
portant as specific therapy, and funda- 
mentally improper nourishment may 
be the basic factor in the development 
of a tuberculous infection as well as 
proper nouishment the great factor in 
its cure. 
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BILATERAL COLOBOMA OF THE OPTIC DISC AND CHOROID, 
WITH COLOBOMA OF THE RIGHT IRIS 


Juanita P. Jouns, M.D. 
BOSTON 


In the right eye there was a coloboma of the iris downward, with a small cleft in the lens 


margin; and the ophthalmoscope disclosed a coloboma of the optic disc and choroid. 
left eye the iris was normal, but there was a choroidal coloboma only. 


1. In the 
Defect of vision was 


more marked in the right eye, and there was a horizontal nystagmus. 


Our embryological studies have re- 
vealed to us that congenital intraocular 
coloboma is caused by failure of the 
choroidal fissure to fuse normally. If 
the closure is complete except for a 
small defect at the margin of the cup, 
there results a coloboma of the iris. If, 
however, the deeper structures of the 
fetal cleft are arrested in their fusion, 
coloboma of the choroid and retina re- 
sults’. 


Coloboma occurs in many structures 
of the eye. Colobomata have been de- 
scribed and reported involving the eye- 
lid, the iris, the lens, the ciliary body, 
the retina, the choroid, the macula, and 
the disc. One structure only of the eye 
may have a coloboma or several may 
be involved. It may be a unilateral 
condition or both eyes may show colo- 
boma, in varying degrees, and typical or 
atypical in form. Choroidal coloboma 


Fig. 1 (Johns). 
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Right fundus. 
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is not extremely unusual, but coloboma 
of the disc is regarded as a very rare 
anomaly. 

Several factors have been presented 
as influencing the arrested development 
of the tissues. Calhoun’, in reporting 
his case of bilateral coloboma of the 
optic nerve, cites the influence that an 
abnormal amount of mesoblast might 
exert if persisting within the fetal cleft 
and resulting in failure of the fissure 
to fuse and consequent atypical distri- 
bution of the vessels within the nerves. 
He refers to pressure as a factor in his 
case, and also to disturbed nutrition. 
He refers to Stockard’s series of experi- 
ments on vertebrates and mammals, in 
which Stockard demonstrated that 
chemical and thermal interference at 


the strategic periods of cell differentia- 
tion in early development resulted in 
permanent imperfections of the eye. By 
reducing the oxygen supply he pro- 
duced a deficiency in general develop- 
mental energy. 

Swanzy*, after referring to the work 
of Treacher Collins, who has pointed 
out that coloboma, partial defect, and 
aniridia are manifestations of the same 
condition in different degrees, says: 

“If we suppose some abnormal adhe- 
sion to occur between the cornea, anter- 
ior fibrovascular sheath, and lens cap- 
sule, or some delay in their separation 
at the whole circumference of the fu- 
ture anterior chamber, we can under- 
stand how a mechanical obstruction to 
any growth of the iris forwards would 


Fig. 2 (Johns). Left fundus. 
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be introduced, resulting in complete ab- 
sence of the iris, or irideremia. Iridere- 
mia may be complete or partial. In the 
latter case it may be the inner circle 
only which is wanting, giving the 
pupil the appearance of dilatation with 
atropin. Where the entire iris is 
absent, the ciliary processes can be 
seen all around. The condition may 
be _ bilateral. If the obstruction 


Left iris 


Diagram of pupils. 


Right iris 
Fig. 3 (Johns). 


be confined to a portion only of the 
anterior chamber, the corresponding 
portion only of the iris will be pre- 
vented from growing forwards and the 
result will be one or more congenital 
colobomata”. 


Case report 

L.. L., a schoolboy, aged sixteen years, 
was brought for examination on Octo- 
ber 16, 1928. 

The family history was essentially 
negative. The personal history in- 
cluded the usual childhood diseases 
with uneventful recovery. The general 
health of the patient was good. He de- 
scribed having had poor vision as long 
as he could remember. For the past 
three years, he had been having frontal 
headaches and constant dull aching 
through the eyes. For several months, 
acute dizziness occurred upon use of the 
eyes at close range. Photophobia was 
described, and moving pictures had 
been given up because the eyes were 
painful afterward and it was difficult to 
keep them open. 

The examination disclosed a constant 
horizontal nystagmus which increased 
on fixation. The irides were pale in 


color, with areas that appeared thin- 
Irregular discreet pigment splot- 


ner. 
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ches were scattered through the iris 
stroma, presenting the appearance of a 
piebald iris. The right pupil was pear- 
shaped, a coloboma appearing at the 
six o'clock position. The left pupil was 
round and normal in position. 

The right lens showed a small cleft 
in the lower central portion of the outer 
margin. This could be seen only when 
the pupil was dilated. 

In the right fundus, with the ophthal- 
moscope, one could clearly trace a colo- 
boma of the disc and choroid. The 
coloboma of the choroid was extensive, 
merging into the disc. It was placed 
characteristically in the lower central 
region and extended as far out into the 
periphery as could be seen. The area 
was depressed and irregular, pearl- 
colored, smooth and shiny in appear- 
ance. An irregular deposition of 
pigment indented the edge, and fine pig- 
ment particles were stippled irregu- 
larly through the field of the coloboma. 
In the lower fundus the vessels were 
chaotic in their formation and distribu- 
tion. The superior vessels were more 
typical, though they departed to some 
extent from the normal. 

The left eye was also colobomatous, 
though involved to a lesser degree. 
The coloboma was in the lower center 
part of the fundus. It appeared at first 
as though here only the disc was in- 
volved. Close study, however, revealed 
the fact that a small area of the choroid 
was included. The vessels of the upper 
left fundus described a horseshoe curve 
in the center of the disc. The branches 
were numerous and irreguiar. The su- 
perior arterial distribution was cilio- 
retinal in character. The inferior ves- 
sels were disorganized. Three of these 
curved up on to the normal fundus level 
from a deeper level of the coloboma 
with an appearance very like that of 
vessels in a glaucomatous eye. 

The visual acuity of the right eye in 
the precycloplegic examination was 
5/200, that of the left was 20/70. Atro- 
pin two percent was used for cyclo- 
plegia in the usual manner and the 
visual acuity of the right eye showed 
10/100 and that of the left eye 20/70. 


The postcycloplegic examination dem- 
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onstrated the visual acuity for the right 
eye as 10/200 and that of the left eye as 
20/70. The error of refraction proved 
to be one of compound myopic astig- 
matism nearly alike in the two eyes, and 
of a fairly low degree. There was a 
right hyperphoria of five degrees. 
With correction of the error of refrac- 
tion, including four degrees of prism 
for the hyperphoria, the visual acuity 
of the right eye was 20/80—2 and that 


mus appeared to be less rapid and did 
not increase on fixation. He reported 
freedom from pain from the time he 
had put on his correction. 


Comment 


The colobomata of this case are char- 
acteristic. The primary interest lies 
in the coloboma of the right iris. De 
Schweinitz* points out that, where 
there is a unilateral coloboma of the 
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Fig. 4 (Johns). Visual fields; those for form and colors being taken in bright 
light, at 16.5 centimeters, with a two-degree object; and the blind spots in day- 
light at the same distance with a one-degree object. Absolute scotomata. En- 
larged blind spot O. D. Partial color fields. 


of the left eye 20/30. The near vision 
with correction was O.D. Jaeger 2 and 
O.S. Jaeger 1. 

Visual fields were taken on the 
Peter campimeter and scotomata cor- 
responding to the colobomatous areas 
were outlined. 

Reexamination of the patient in Sep- 
tember, 1929, showed the visual acuity 
of the right eye to be, with correction, 
20/30—2 and Jaeger 2, and that of the 
left eye 20/20 and Jaeger 1. No change 
of correction was indicated at this time. 

The patient had left school and had 
taken up farming. All pain and dis- 
comfort were gone. He had grown and 
had gained twelve pounds. The nystag- 


iris, it is found more frequently in the 
left eye. 

The literature on the subject of colo- 
boma shows a variety of illustrations 
of coloboma of the choroid and various 
degrees of colobomatous involvement of 
the disc, with atypical and typical for- 
mation of vessels. This case demon- 
strates a definitely atypical vessel for- 
mation and distribution in the lower 
fundus. In harmony with the consid- 
erations that Calhoun’ presents, it 
would appear that closure of the fissure 
was interfered with along the stalks of 
both eyes. 


419 Boylston street. 
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HERPES ZOSTER OPHTHALMICUS 
An unusual case 


S. Powe tt, M.D. 
LAWRENCE, KANSAS 


The author’s exceptional case developed complete right facial paralysis. This improved 
after removal of two dead molar teeth. But the patient was not able to return to work 
until seven months after onset of the disease, and then he continued to present a residual 
facial palsy, and anesthesia of the affected cornea and skin, with tingling of the correspond- 


ing side of the tongue and throat. 


Herpes zoster ophthalmicus, because 
of its obscure etiology, its severe 
course, and its many complications, 
presents an interesting problem. It 
is an affection of the skin accompanied 
by the formation of vesicles along the 
terminal expansions of the trigeminal 
nerve. Although occurring compara- 
tively rarely in ophthalmic practice, it 
has been my privilege to observe three 
of these cases during the past year. One 
of these was so unusual as to warrant 
recording. 

According to Fuchs’, “violent neu- 
ralgic pains in the course of the tri- 
geminus usually precede for some days 
the outbreak of the herpes. Then the 
exanthem makes its appearance with 
accompanying febrile symptoms, vesi- 
cles, which for the most part are ar- 
ranged in groups, starting up upon the 
reddened skin. The vesicles most fre- 
quently occupy the region of distribu- 
tion of the first branch of the nerve, so 
that they are found upon the upper lid, 
upon the forehead as far as the scalp, 
and also upon the nose. When the dis- 
trict supplied by the second branch of 
the trigeminus is affected, the vesicles 
are situated upon the lower lid, over the 
superior maxillary region as far down 
as the upper lip, and over the region of 
the malar bone. Sometimes the ter- 
minal expansions of both branches are 
affected simultaneously, while it is ex- 
tremely rare for the region of the third 
branch to be involved. It is a char- 
acteristic feature of the exanthem, 
which is almost always confined to one 
side, that the affection of the skin is 
sharply delimited to the middle line. 
At first the vesicles contain a limpid 
fluid, which soon becomes cloudy and 
purulent and finally dries up into a 


crust. If this is removed, an ulcer is 
found beneath it, a proof that the sup- 
puration penetrated into the 
corium. After the ulcer heals, cicatri- 
ces remain which are visible during the 
whole life and by their characteristic 
arrangement render it possible to diag- 
nosticate the previous existence of her- 
pes zoster even years afterward”. 

Fuchs quotes Hutchinson? as stating 
that the eye is implicated only in those 
cases of herpes zoster ophthalmicus in 
which the nasociliary branch is in- 
volved. 

Lewis’ calls attention to the fact that 
the eruption may not be delimited 
sharply at the midline because of over- 
lapping of the nerve filaments from op- 
posite sides, and because the distribu- 
tion of the ophthalmic division of the 
fifth nerve is often different on the op- 
posite sides. The nasal branches may 
be absent altogether. 

When the eye is involved, the usual 
picture is the development of herpetic 
vesicles on the surface of the cornea, 
from which develop large ulcers often 
eventuating in the destruction of the 
eye. In rarer cases, such as the one 
reported herewith, deep infiltrates form 
which do not undergo purulent disin- 
tegration, presenting a true keratitis 
profunda. Iritis, iridocyclitis, pan- 
ophthalmitis, and various involvements 
of the ocular muscles may occur. The 
eye complications begin only after the 
skin eruption has reached its height or 
is subsiding. There is a close patho- 
logical resemblance between the inflam- 
mation of the posterior ganglionic 
chain in herpes zoster and that of the 
anterior horn of the spinal cord in acute 
anterior poliomyelitis. This led to the 
designation of specific herpetic inflam- 
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mation as acute “poliomyelitis poster- 
ior”, which was adopted by Hunt* in 
his publications. Recent contributions 
on the subject seem to be surprisingly 
rare. 


Etiology 


The cause of such inflammation is 
not definitely known. Some cases are, 
as experiments seem to show, due to a 
specific organism (Verhoeff*®). Others 
are probably due to different causes. 
Fuchs: states that herpes may be 
caused by chilling of the body, head 
injuries, the use of arsenic, and carbon 
monoxide poisoning. I personally have 
seen one case precipitated by the use 
of arsenic. Syphilis possibly predis- 
poses, as may also other systemic disea- 
ses. It has been frequently observed 
in cases of upper respiratory infection, 
such as influenza. It sometimes fol- 
lows trauma, both accidental and op- 
erative. 

The typical cases are probably due 
to the specific organism, which is a fil- 
terable virus closely akin to that caus- 
ing chicken pox. It has, indeed, been 
noted that herpes zoster rarely affects 
individuals who have had chicken pox. 
Teague, Goodpasture, and Lipschutz*® 
produced in animals, by inoculation 
with the virus of herpes simplex, a dis- 
ease identical with human herpes zos- 
ter. They ‘believe that herpes zoster 
is due to a virus “differing from the 


virus of herpes simplex only in viru-_ 


lence”. Similar experiments have been 
carried out by Flexner’ in cases of en- 
cephalitis producing vesicular keratitis 
and dermatitis in the rabbit. These ex- 
periments would seem to indicate that 
the infectious agents of encephalitis, 
herpes simplex, and herpes zoster are 
closely allied. Hunt’s observation that 
the spinal fluid shows a marked in- 
crease of lymphocytes in cases of her- 
pes zoster would seem to be of consider- 
able diagnostic significance in obscure 
cases, especially those with provisional 
diagnosis of localized encephalitis and 
the so-called rheumatic affections of 
the cranial nerves without herpes. Also, 
cases of paralysis of the face, soft pal- 
ate, tongue, or even larynx may very 


likely belong to this acute posterior 
poliomyelitis group. 


Pathology 

The pathology of this condition was 
ably described by Head and Campbell! 
in 1900. It consists of acute inflamma- 
tion with hemorrhage in the gasserian 
ganglion, later changing into fibrous 
tissue with degeneration of the nerve 
fibers and thickening of the overlying 
sheath. Hesser’s® report on the micro- 
scopic section of a case of herpes of 
the chest is most interesting. 

“A careful examination of the spinal 
ganglia showed that they were greatly 
altered. The ganglionic cells and in- 
traganglionic tissue could be recogniz- 
ed but the nuclei of the cells were gen- 
erally colorless. The tissues were 
studded with circumscribed or diffuse 
hemorrhagic areas, especially at the 
periphery of the ganglion. These areas 
were less numerous at the central por- 
ae The deep surface of the gang- 
lion was necrotic. In its superficial 
portion there was a layer of lymphocy- 
tic or polynuclear cells”. 

Under high power “it was seen that 
each area was formed of a mass of red 
cells so arranged that the ganglionic 
cells were surrounded by them. 

At certain points the protoplasm was 
homogeneous, but most frequently it 
was granular or provided with an ex- 
tremely fine reticulum. Several cells 
showed a great abundance of pigment. 
Most of the cells did not have a stained 
nucleus. In a few cells the nucleus 
was normal. It was interesting to fol- 
low these alterations in centripetal or 
centrifugal directions. The peripheral 
fibers, both before and after union with 
the motor fibers, showed many hemor- 
rhages which followed the course of 
the nerve in its two branches. The 
capsule of the ganglion was infiltrated 
with cells, and the neurilemma was 
occupied by a compact layer of tissue 
presenting a marked cellular infiltra- 
tion. The interior of the nerve was 
equally infiltrated with cells. This 
hemorrhagic neuritis could be followed 
toward the periphery for about 1% 
cm”. While Hesser’s patient was af- 
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flicted with acute zona at the time of 
his death, it should be stated that he 
was also syphilitic. However, only the 
ganglia supplying the area involved 
with the zona showed these pathologi- 
cal changes. Herpes zoster is a severe, 
prostrating disease attended with ex- 
treme and constant pain leading in 
many cases to marked systemic and 
metabolic disturbances. Locally, it 
presents many and varied complica- 
tions. Metz’ and others have reported 
total ophthalmoplegia, while Barrett 
and Orr", Ginsberg’, and others have 
seen diplopia. Fuchs' mentions two 
cases with facial paralysis, to which I 
add another. Corneal involvement, 
often proceeding to destruction of the 
eye, is frequent, especially when the 
nasociliary branches are _ involved. 
Ptosis and anesthesia of the cornea are 
often residual, as are also paralysis of 
accommodation and mydriasis. It is 
a disease affecting most frequently 
those in the fourth and fifth decades, 
although any age may be affected. 
Knox" reports a case in an infant of 
fifteen months, and Jeffries™ reports a 
fatal case in a patient eighty years of 
age. 


Treatment 


Treatment is largely symptomatic. 
Dusting powder of rice or boric acid 
on the skin vesicles is indicated. The 
eye should be atropinized. The men- 
tal attitude of the patient must receive 
careful consideration. Morphine may 
be necessary for pain. A nourishing 
diet should be prescribed and enforced. 
Friedenwald* has recently reported 
favorable results with intramuscular in- 
jections of convalescent serum. 

The following case is presented be- 
cause of the prostration and metabolic 
interference, the unusual corneal in- 
volvement, the residual facial palsy and 
the tongue and throat symptoms, ex- 
hibiting involvement of the fifth, 
seventh, ninth, and tenth cranial nerves. 

Mr. A. H. G., aged forty years, an 
automobile mechanic, consulted me on 
February 22, 1929, complaining of se- 
vere frontal headache, particularly on 
the right side, which had persisted for 
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about forty-eight hours. The personal 
history contained nothing pertinent to 
the case. On examination, moderate 
diffuse tenderness was apparent over 
the right frontal area. The right eye 
was quite red, both the bulbar and the 
palpebral conjunctiva being involved. 
The tension of both eyes was within 
normal limits. There was no deep cili- 
ary injection. The cornea, uveal tract, 
media and fundus appeared entirely 
normal. The vision was 20/20 without 
any correcting glass. The corneal re- 
flex was distinctly reduced in the right 
eye. In fact, anesthesia was so com- 
plete that it was difficult to induce 
winking by touching the right cornea 
with cotton fiber. The left eye was en- 
tirely normal, the vision 20/20. The 
pupils were equal and regular and re- 
acted to light and accommodation. 

The nose was entirely normal, as was 
also the mouth and throat with the ex- 
ception of two upper right molars, 
which were suspicious in appearance 
but not tender. Two months previous- 
ly the patient had visited a competent 
dentist who had pronounced his teeth 
and gums in healthy condition. The 
ears were normal in appearance and in 
response to all forks. Caloric and turn- 
ing tests were not made. There was 
no nystagmus. 

The patient gave no history of a re- 
cent upper respiratory infection, or, in 
fact, of any recent illness. He had had 
no severe illness of any sort and could 
not remember having ever previously 
consulted a physician during his adult 
life. 

By the next day, February 23, 1929, 
there was beginning typical herpetic 
eruption over the right frontal area, ex- 
tending just a little beyond the midline 
of the forehead and as high as the 
parietal bone. It extended down over 
the right temporal area as far as the 
level of the outer canthus, and included 
the upper and lower eyelids, the right 
inner canthus, and the right side of the 
nose down to and including the tip. 
The pain was terrific and was only mod- 
erately abated by the liberal use of 
morphine. There were no blebs or le- 
sions of any kind on the cornea at this 
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time. ‘he interior of the eye was en- 
tirely normal. 

By February 26 the vesicles had be 
gun to dry up somewhat under massive 
crusts. The right eye was atropinized 
from the first. The patient was seen 
at least once each day, but no corneal 
involvement appeared until March 4, 
1929, at which time the posterior sur- 
face of the cornea was seen to be cov- 
ered with very fine, distinctly separat- 
ed opaque beads over the entire pupil- 
lary area. The anterior surface of the 
cornea was perfectly smooth, and at 
no time was there any staining with 
fluorescein or mercurochrome. The 
tension was normal. 

During the next few days these 
beads appeared to unite, forming fewer 
and larger beads, involving however the 
same area, The pain continued severe 
and marked deep ciliary injection and 
tenderness appeared at the same time 
as the corneal involvement. 

On March 18, three and one-half 
weeks from the onset, the patient ex- 
hibited a complete right facial paraly- 
sis, including the loss of taste, of the 
entire right side of the tongue; and he 
was considerably annoyed by a con- 
tinual tingling sensation of the right 
side of the tongue and throat as low 
as the thyroid cartilage. The voice was 
markedly changed, being weak and 
hoarse. The right vocal cord was no- 
ticeably less responsive on phonation, 
although it did not remain in the 
cadaveric position. There was partial 
anesthesia of the right side of the pal- 
ate and pharynx. The soft palate was 
in the midline. Both ears were normal 
in appearance and to all fork tests. 

The neuralgic pain continued but 
gradually became more moderate. On 
March 20 the patient was again ex- 
amined by his dentist, and two upper 
right dead molars were extracted. Im- 
mediately the facial paralysis improved 
markedly. In twenty-four hours the 
patient was able to whistle in one cor- 
ner of his mouth. The tingling of the 
throat and tongue continued but with 
less intensity. The vision was 20/100 
in the right eye and 20/20 in the left. 
A low-grade uveitis continued and the 
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exudate on Descemet’s membrane had 
become a rather opaque film, covering 
the entire pupillary area. 

On March 20 the patient was put on 
graduated doses of potassium iodide. 
The facial palsy continued but appear- 
ed to be improving. The right eye was 
kept atropinized and on April 10 dionin 
and hot compresses were prescribed. 
The vision in the right eye at this time 
had improved to 20/50 with a plus 1.50 
sphere. The low-grade uveitis con- 
tinued, with deep ciliary injection and 
tenderness. The eye was kept atro- 
pinized until May 13. By this time 
practically all tenderness and injection 
had disappeared. The vision remained 
20/50 corrected, and the corneal opac- 
ity seemed stationary. Intermittent 
courses of dionin were continued. 
There was marked residual facial palsy. 
The patient was not able to resume 
regular work until August, nearly 
seven months after the onset of the dis- 
ease. The constant pain and discom- 
fort had reduced him to a shadow of 
his former self. He is still kept under 
observation and was seen one week ago, 
December 10, 1929. There remain the 
usual pocklike marks in the skin, the 
impaired visual acuity due to the old 
descemetitis, and the residual facial 
palsy. The right cornea is markedly 
anesthetic, as is also the skin over the 
area involved. There is still some ting- 
ling of the right side of the tongue and 
throat. The voice and the excursions 
of vocal cords seem entirely normal. 


Summary 


A case of herpes zoster ophthalmicus 
with typical skin lesions over the right 
forehead, eyelids, and right side of nose, 
with unusually deep corneal involve- 
ment; presenting also involvement of 
the seventh nerve as indicated by the 
facial paralysis, of the ninth nerve as 
indicated by loss of taste on the pos- 
terior third of the tongue, and of the 
tenth nerve as indicated by partial 
anesthesia of the palate and pharynx, 
weakened response of the right vocal 
cord on phonation, and weak, hoarse 
voice. 

813 Massachusetts street. 
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OCULAR MYIASIS 


C. P. ScHenck, M.D., F.A.C.S. 
FORT WORTH, TEXAS 


A workman felt a foreign body strike the eye. Six or eight hours later twenty-five larve 


were removed from the conjunctival sac. 


Two of the larve had penetrated beneath the 


bulbar conjunctiva, and were removed by picking up and excising a fold of conjunctiva con- 


taining each larva. 
1929. 


Myiasis is described as a disease due 
to the presence of fly larve in or on 
the body. The word “flies” is here used 
as a generic term having reference to 
dipterous or two-winged insects. There 
are about 90,000 European and about 
4,000 American species already recog- 
nized’. The house fly is the best known 
representative, but commonly known 
forms are gnats, mosquitoes, gad-flies, 
bot-flies, blow-flies, tzetzes, and so 
forth. 

Diptera are mostly diurnal, prefer- 
ring warm sunshine, but a notable ex- 
ception is the mosquito. This insect 
and some others, such as tzetzes, are 
serious pests to men and animals, be- 
cause of annoyance and the carrying 
and communicating of disease germs, 
such as malaria, yellow fever, sleeping 
sickness, typhoid fever, tuberculosis, 
and the like. 

Myiasis is most common in tropical 
or subtropical countries, but occasional 
reports come from more northern 
climes, such as one reported from Sas- 
katchewan. The maggots or larve of 
diptera are usually legless worms that 
feed on decaying matter. It is not un- 
common to find them in sores on 
cattle, sheep, and horses, and in some 


instances these sores called 
“warbles”. A well recognized and 


effective treatment is the local use of 
chloroform. Their occurrence in nasty 
sores on the human animal has been 
often recorded. Many rhinologists 
have had the loathsome experience of 
removing these maggots, sometimes to 
the number of hundreds, from the nose 
of a patient with ozena. Sleeping in 


the open air or lying out in a drunken 
stupor has allowed infestation to oc- 
cur in a number of recorded cases. 


The 


life history of Chrysomyia 


They were thought to be 
Read before the Texas Ophthalmological and 


larve of the Oestrus ovis or sheep-bot. 

Otolaryngological Society, December 14, 
macellaria, whose larve are called 
“screw-worms’, is interesting. Living 
larvz are sometimes deposited, or eggs 
which hatch in from one to nine hours. 
The larve attain a size of one-fourth 
by one inch in three or four days. They 
live in the host about a week, then 
spend from nine to fourteen days in the 
ground, after which the mature fly 
emerges. 

Stroud’, in general practice in the 
Southwest, reports having had sixteen 
patients with “screw-worm” infesta- 
tion in thirteen years. In twelve cases 
the nose was infected, but in no instance 
was the eye involved. 

Elliot? has noted the frequent oc- 
currence of “worms” in the anterior or 
posterior chamber of horses in India, 
and a crude operation is sometimes 
done to remove them. 

Compared with the great number of 
nasal and other infections with 
maggots, the relatively infrequent oc- 
currence of ocular infestation seems 
remarkable. In eight ophthalmic text- 
books I have found no reference to 
ocular myiasis. It is merely mentioned 
in two others. Fuchs‘ gives Leber as 
authority for the very rare occurrence 
of larve of diptera in the retina. De 
Schweinitz’, dealing with the subject 
in a single sentence, says that con- 
junctivitis has been described as due 
to the presence of larve in the conjunc- 
tival sac. Ina rather extensive search 
I have found less than twenty titles of 
articles dealing with this subject in 
the literature, other than twenty-odd 
cases briefly abstracted in the American 
Encyclopedia of Ophthalmology. The 
oldest recorded case was that of Salz- 
mann®, who in 1718 reported a case in 
which a child’s eyes had been com- 
pletely destroyed by maggots. This 
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was followed by a case described in 
1777 by Wohlfahrt’, in which eighteen 
large maggots came from the orbit and 
surrounding tissues, where they had 
done much damage. In 1853 Grube and 
Schnee* reported two cases in which 
the destruction of orbital tissues was 
so great as to expose the eye muscles. 
Larve have been found in the lids, 
caruncle, conjunctival sac, lacrimal sac, 
anterior and posterior chambers, or 
deep in the orbit. In fact, more than 
one case has been reported in which the 
entire contents of the orbit have been 
consumed and the orbit found packed 
with maggots. Deaths are not infre- 
quent from nasal invasion, and some 
deaths have been recorded from orbital 
infection, due to the ability of the 
larvze to consume the tissues and bur- 
row extensively. However, some types 
are content to remain upon the surface, 
and their damage is largely limited to 
irritation of the tissues, such as the 
conjunctiva and cornea. 

There may be various routes of entry 
to the eye. The insect may deposit 
its eggs in the conjunctival sac. In- 
deed, some of these insects are vivi- 
parous, and deposit the living larve on 
the conjunctiva, where they at once 
begin moving about. Again, the eggs 
or living larve may be deposited in the 
nose, and gain access to the conjunc- 
tival sac through the lacrimal passages 
or by burrowing through the tissues. 
They may pass into the eyeball through 
the central artery of the retina or a 
ciliary artery, or may burrow into the 
eyeball from the conjunctival sac. 

Stark®, in 1923, reported an interest- 
ing case of sheep-bot larvz in the eye. 
He says: “I would hesitate to report a 
single case, did it not seem to have an 
exclusive place in American literature, 
evidenced by the fact that I have found 
none like it so far recorded”. He states 
further that the larve of Oestrus ovis 
or sheep-bot are deposited by the fly 
while in motion in the nostrils of the 
sheep. They remain in the sinuses dur- 
ing the winter, where they undergo de- 
velopment, and in the spring they are 
expelled and develop into flies. Stark 
quotes from Portchansky, a Russian, 
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who describes the larve as reaching 
1 mm. in length, and as having an 
elongated oval body, broad in front and 
gradually attenuated in the rear. The 
mouth hooks are dark colored, well 
developed, resemble horns, and serve 
for attachment to the mucous mem- 
brane. Stark concludes that sheep-bot 
myiasis seems to be uncommon in any 
country, and occurs where people are 
much more numerous than sheep. He 
says that most recorded cases are from 
northern Africa and southern Europe, 
and thinks it doubtful whether any 
permanent damage is done to the eye 
by sheep-bot larve. 


Case report 

In May, 1928, a mechanic, while at 
work, felt a foreign body strike the eye. 
As wiping did not relieve him, hts 
physician inspected the eye, but could 
find nothing. Six or eight hours later 
I found and removed twenty-five larve 
from the conjunctival sac. Eversion of 
the lower lid revealed what looked like 
a minute black dumb-bell progressing 
with relative rapidity in short jerky 
movements. More careful focusing 
with oblique illumination and binocular 
loupe revealed this to be in the anterior 
end of an almost transparent body with 
about eight segments, which adhered 
with remarkable tenacity to the con- 
junctiva. When removed this proved 
to be a larva or maggot. One after an- | 
other was found in the folds of the 
inferior cul-de-sac. A curved toothless 
iris forceps proved much more success- 
ful than the cotton-tipped applicator in 
removing them. 

Two larve were found to have 
worked their way beneath the bulbar 
conjunctiva, where they continued 
their movements. It was thought de- 
sirable to avoid an incision for their 
removal, as the slightest hemorrhage 
would have concealed their where- 
abouts. After some consideration, the 
following procedure was instituted. The 
curved iris forceps, with blades sepa- 
rated, was laid with convex side against 
the conjunctiva, and a mass of the lat- 
ter, including the larva, was picked up 
and drawn away from the sclera. The 


OCULAR 


conjunctiva and included larva were 
then touched with the red-hot electro 
cautery point, which destroyed both 
conjunctiva and parasite. It was evi- 
dent that all larve were removed, as 
the patient reported later that his re- 
covery was immediate. 

As removed the larve were dropped 
into a convenient antiseptic solution. 
It is to be regretted that no effort was 
made to mature the larve to the stage 
where they would pupate, so that identi- 
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fication of the adult insect might have 
been accomplished. In the experience 
of others, however, such an effort has 
rarely been successful. From the de- 
scription given in Stark’s paper, it is 
believed that these were larve of the 
Oestrus ovis or sheep-bot. The larve 
measured one millimeter or less in 
length, exhibited about eight segments, 
and had dark hooks or bristle-like proc- 
esses along the head and sides. 
1011-12 Medical Arts building. 


References 


'American Encyclopedia of Ophthalmology, 
*Stroud, R. J. 

somyia macellaria. Southwest 
*American Encyclopedia of Ophthalmology, 
‘Fuchs, Ernst. 
*de Schweinitz, G. E. 


*American Encyclopedia of Ophthalmology, v. 


*The same, p. 9350. 
*The same, p. 9351. 
*Stark, H. H. 

Assoc., 1923, v. 81, Nov. 17, p. 1684 


v. 6, p. 4016. 

Myiasis in the Southwest, with particular reference to the species Chry- 
Medicine, 1927, July, p. 313. 

v. 12, p. 9346. 

Text-book of Ophthalmology, 7th ed. in English, p. 751. 

Diseases of the eye, 9th ed., p. 244. 


12, p. 9350. 


Ophthalmomyiasis externa, due to larva of Oestrus ovis, Jour. Amer. Med. 


TRANSIENT HYPEROPIA IN DIABETES 
T. H. OpengEAL, M.D., F.A.C.S. 


BEVERLY, M 


Two cases are described to illustrate the 


the patient should not be subjected to correspondingly frequent changes in the corrective 
glasses unless occupational conditions render such changes necessary. 


Sudden changes in refraction should 
make one suspicious of diabetes. Like- 
wise, frequent changes in_ refraction 
should excite suspicion and demand 
urinary examination. Diabetes is the 
only disease in which sudden transient 
hyperopia occurs, and its presence 
alone is diagnostic of the underlying 
disease. 

Various theories have been advanced 
as to the cause of this transient hypero- 
pia, but that of Duke-Elder has been 
accepted as the true one. His ex- 
planation is that when the blood sugar 
becomes low through treatment of the 
diabetes the osmotic pressure of the 
blood becomes high, causing the lens 
to give up water, and to become flatter 
than normal, thus inducing hyperopia. 
Vice versa, when the blood sugar be- 
comes high during the height of the di- 
sease, the osmotic pressure of the blood 
becomes low through pouring of fluids 
from the tissues into the blood and loss 
of sodium chlorid in the urine, so that 
the fluid penetrates the lens, the con- 
sequent swelling of which produces 
myopia. 

Since the advent of insulin, transient 
hyperopia has been more prevalent, be- 
cause of the quicker results obtained. 
This temporary hyperopia disappears 
under continued treatment, and the pa- 
tient should not be subjected to fre- 
quent change of glasses unless absolute- 
ly necessary. For instance, when a 
business man becomes incapacitated for 
near work, he must have the proper cor- 
rection to continue his occupation, and 
cannot afford to wait until the lens re- 
turns to normal. It is better and more 
economical to prescribe the change ina 
fit-over spectacle that can be added to 
the more complicated and more ex- 
pensive glasses that are worn con- 
stantly, usually bifocals. Transient 
hyperopia practically always occurs in 
those past middle life, when the re- 
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brief duration of these cases, and the fact that 


fraction is subject to frequent change. 

In 1925 Duke-Elder analyzed forty- 
five cases collected in the literature up 
to that time, cites three more of his own, 
and mentioned three cases in the experi- 
ence of a colleague. 

Gifford reports two cases of transi- 
tory hyperopia. He believes that the 
remarkable changes of refraction occur- 
ring in diabetes throw light on the 
pathogenesis of diabetic cataract. When 
the blood sugar is high, if enough fluid 
collects in the lens, permanent changes 
in the form of cataract develop. 

Anderson of Copenhagen reports an 
incidence of 14.6 percent of transitory 
refractive errors in a total of 292 diabe- 
tics, with as much as seven to eight 
diopters of change in some cases. 

Post reports one case in detail in sup- 
port of Duke-Elder’s findings; and 
Dykman cites four cases. Burch, Spald- 
ing and Curtis, Roberts, Joslin, and 
Larsen report in all thirteen cases. 

Notwithstanding the number of cases 
reported this subject seems to be rela- 
tively unfamiliar, and it is likely that 
the true significance of such changes 
often escapes the refractionist. 

My own cases are three in number, 
one of which I have been unable to re- 
fract thus far, from the fact that she is 
in the hospital. She complains of dim- 
ness of vision since beginning insulin 
treatment, and I have no doubt that this 
is due to a hyperopia induced by the 
high osmotic pressure of the blood 
causing the lens to give up some of its 
water and to become flatter. 

Case 1: Banker, aged fifty-five years, 
has been under dietetic treatment for 
diabetes during the past thirty days. 
He noticed his vision was failing, and 
he did his office work with difficulty. 
Urine and blood were free from sugar. 
He had been refracted two weeks pre- 
viously, with the following result : O.D. 
plus 2.00 D. cyl. axis 165°; O.S. plus 
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2.00 D. cyl. axis 15°; add plus 2.00 D. 
sph. O.U. Upon his return to me this 
had changed to O.D. plus 1.50 D. sph. 
plus 2.00 D. cyl. axis 165°; O.S. plus 
2.00 D. sph. plus 2.00 cyl. axis 15°; add 
plus 2.00 D. sph. O.U. The above ad- 
ditional spheres were prescribed in fit- 
over spectacles. It was two months 
before this patient could discard the ad- 
dition, the refraction having returned 
to the original correction. 

Case 2: Teacher, aged fifty-six years, 
under treatment for diabetes. One 
month ago he noticed his vision grow- 
ing worse and consulted an optician, 
who prescribed the following correc- 
tion: O.D. minus 3.00 D. sph. minus 
1.25 D. cyl. axis 165°; O.S. minus 2.50 
D. sph. minus 1.00 D. cyl. axis 180°; 
add plus 2.00 D. sph. O.U. This cor- 
rection gave relief for a time, but vision 
began to blur again and he decided to 
consult his family physician, who dis- 
covered he had diabetes and put him 
on a strict diet. Soon he could not see 
at all with the glasses prescribed by 
the optician, and was referred to me by 
his physician. At this time his urine 
and blood were free from sugar. His 
refraction was as follows: O.D. plus 


0.50 D. sph. plus 1.25 cyl. axis 165°; 
O.S. plus 1.00 D. cyl. axis 180°; add 
plus 2.00 D. sph. O.U. He was advised 
not to change his lenses as this would 
shortly clear up. One week later his 
refraction was: O.D. minus 0.50 D. sph. 
minus 1.25 D. cyl. axis 165° ; O.S. minus 
1.00 D. cyl. axis 180° ; add plus 2.00 D. 
sph. O.U. This was the same correc- 
tion as I had given him one yéar before, 
and he is still wearing this same cor- 
rection, two and one-half years later. 

With the advent of the diabetes an 
artificial myopia was caused by swell- 
ing of the lenses due to the low osmotic 
pressure of the blood, the lenses taking 
up water. The patient consulted the 
optician with temporary relief from 
the minus glasses prescribed by the 
latter. Then another change no doubt 
took place in his crystalline lenses, the 
myopia either increasing or decreasing. 
He consulted his family physician, who 
instituted treatment for the diabetes, 
with a resultant hyperopia from loss of 
the fluid from the lenses and finally a 
return to his original status. 

The astigmatism was not altered in 
either of these cases. 

234 Cabot street. 
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PRESBYOPIA, THE BUGBEAR 


W. W. Lewis, M.D., F.A.C.S. 
SAINT PAUL 


The author presents the view that early wearing of full hyperopic correction tends to 
cause premature onset of presbyopia. In addition, a number of practical suggestions are 
offered as to the convenience of the patient in wearing the presbyopic correction. Read 
before the Minnesota Academy of Ophthalmology and Otolaryngology, February, 1930. 


To my younger surgeon friends I 
would say: Life’s third quarter should 
find a man at his best but for the im- 
pediment of presbyopia, and nowhere 
is this more embarrassing and harassing 
than in the presbyopia of the ophthal- 
mic surgeon himself. 

Gone are the days and gone are the 
ways of youth’s wonderful suppleness. 
Youngsters we may be in all respects 
but for the hobbles of presbyopia—and 
what are we going to do about it? 

I believe the chief original sin of the 
oculist is the unnecessary and unwise 
overfull correction of hyperopia in chil- 
dren, youth, and young adults, in these 
days when the whole populace, by 
street-car and newspaper admonish- 
ments, is led to put on glasses. True 
it is that our modern civilization of 
speed, high tension, and close-range re- 
quirements demands relief of eyestrain 
more frequently than in the good old 
days of childhood’s dreamtime. And it 
is right and proper that such stress 
from astigmatism, high hyperopia and 
all such, commensurate with muscle- 
balance requirement and good vision, 
be met sufficiently and rationally in the 
prescription of glasses. But to crowd 
on all the plus element, up almost to 
the point of cycloplegic, static refrac- 
tion, without any such reason, to my 
mind is inexcusable. 

A child’s eyes are intended to be hy- 
peropic. His muscles of accommoda- 
tion are strong and supple. It is my 
practice to give such muscles, in the ab- 
sence of convergent squint and such 
other contraindications, plenty of op- 
portunity to function as they were by 
nature intended to do. 

In the myopia of juveniles, especially, 
we know by experience that the most 
beneficial glass we can prescribe is a 
full myopic correction where full ac- 
commodation is called into play. Why, 


then, should we deny the hyperopic 
young person’s accommodative mus- 
cles full and normal tone? 

To my mind, it is by such an unnec- 
essary crutch as overfull hyperopic cor- 
rection throughout life that these per- 
sons find themselves prematurely 
presbyopic, and I have observed that 
the myope of presbyopic age generally 
accepts less addition for near vision 
than the hyperope of the same age who 
has long been overcorrected. 

We find plainsmen, frontiersmen, 
and others leading the outdoor life who, 
well up into the fifties, have done with- 
out glasses, and who, even though hy- 
peropic, are able to read and to do close 
work which their fellow creatures from 
the city, even at much younger age, are 
not able to do. 

During the war it was not an un- 
common experience in the army, 
through the exigencies of service, loss 
of personal effects, and so on, for men 
in their forties who had supposedly 
been dependent upon their plus glasses 
for years to retrieve their accommoda- 
tion and get along without any thought 
of needing their correction. I myself 
had that experience. 

Another error most universally made 
and of far-reaching effect in this mat- 
ter, because it applies to such a great 
proportion of wearers of glasses, is the 
advice given to patients with low or 
moderate degrees of hyperopia to wear 
their glasses continuously out-of-doors, 
when without them, except in reading 
and close work, they have absolutely 
no symptoms of strain or even of fati- 
gue. The great majority of this class 
of patients are happier, more free, and 
better off without their glasses except 
indoors or in close, confining occupa- 
tions, and, I believe, will go many years 
longer before presbyopia hampers 
them. 
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PRESBYOPIA, 


Where presbyopia is upon us, whe- 
ther we will or no, and has to be met, 
the problem presents many oppor- 
tunities for thought, judgment and the 
advantages of experience. 

First of all the strict avoidance of 
any closer near point than is absolutely 
necessary in any given patient’s occu- 
pation should be carefully provided for 
in the presbyopic addition to his dis- 
tance correction. 

For the young or beginning pres- 
byope who still has considerable ac- 
commodation for all but long continued 
effort, and who is quarreling with both 
his far and his near correction, nothing 
is harder to bear than the shortened 
range of the near-vision correction. He 
feels as if he were in jail. To make 
his cell seem any narrower than neces- 
sary is only inviting rebellion. Many 
a young oculist of the best and most 
worthy qualifications has lost patient 
after patient before realizing this mis- 
take. 

To give this type of person a bifocal 
glass for continuous wear, or for out- 
door wear especially, is a mistake, for 
he will surely jump the traces. If his 
occupation is such that while at work 
he is not called upon for distance vision, 
a conservative addition (according to 
his occupational near-vision require- 
ments) in the form of a whole-lens 
work glass-would better be prescribed. 
Or, if he is frequently required to look 
up and down from his work, say about 
the office or shop, it is better to give 
him a large cement paster as an inex- 
pensive bifocal extra or indoor work 
glass, with just enough distance lens 
above the paster segment to permit him 
to see about the office or factory. 

It must not be forgotten that pres- 
byopes who work over large areas, say 
bookkeepers, statisticians and drafts- 
men, cannot be limited to the field of a 
small kryptok segment, which would 
necessitate their having to move their 
heads when looking from spot to spot 
in what would even be otherwise con- 
sidered a small area, 

Constant consideration of patients’ 
occupations is imperative on the part of 
the prescribing oculist. There is con- 


THE BUGBEAR 807 


siderable difference between reading 
distance and working distance in a ma- 
jority of occupations. Anvil workers, 
bench workers, carpenters, music 
teachers, and so on, who are required 
to see accurately but at a greater dis- 
tance than their ordinary book-reading 
distance, must be provided for, and 
various-sized cement-paster bifocal 
glasses, as inexpensive extra or work 
glasses, are a good way out of the di- 
lemma. 

Locomotive-engine men and _ boiler- 
makers must be given suitable com- 
binations in the form of goggles, for 
they must be able to see their best in 
both near and far distances, and at the 
same time must be protected against 
the hazards of their skilled trades. Cer- 
tain machine workers, such as linotype 
and knitting-machine operators, who 
work even nearer than ordinary read- 
ing distance, must be properly helped 
out. 

Last of all, the nose-throat-and-ear 
surgeon, who constantly uses the up- 
per half of his glasses in looking into 
the nose and ears, must have his help 
in the form of inverted paster segments 
at the upper part of his glasses, and 
these even stronger than his reading 
addition. 

A very good combination for the ear- 
nose-and-throat man is a trifocal made 
in the form of a regular kryptok with 
small reading segment below, his dis- 
tance correction in the middle, and a 
stronger inverted paster segment at the 
top of his glasses. In this way, back 
and forth about the office, he is con- 
stantly equipped with all he needs for 
the various kinds of work. Then, in 
addition, if for high magnification he 
has lying around at different places sev- 
eral Beebe binocular loupes to slip in 
front of his trifocal combination, he can 
go all day long without removing his 
office glasses. 

As the presbyope gets older and 
more dependent upon his near addition 
he usually becomes, of course, more 
docile, but even from then on, though 
less range can be given him as he be- 
comes more definitely dependent on 
precise additions, it is far better to err 
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by giving too little than too much addi- 
tion. More than two and a quarter ad- 
dition, even toward the sunset of life, 
is practically never needed. 

I am sure that one of the most uni- 
versally indulged and careless short- 
cuts that we fall into is taking for 
granted that accommodative power in 
the two eyes is equal. It will be most 
surprising to many of us, even those of 
long experience in refraction, to learn 
the frequency with which patients 
come before us for whom we ourselves 
have worked out carefully determined 
distance corrections and who require 
unequal reading additions for the two 
eyes. 

The idea that an actual ciliary paraly- 
sis or partial paresis of accommodation 
is necessarily present to cause such an 
inequality will soon be exploded if care- 
ful observations are made. We can 
continue to put the same addition be- 
fore the two eyes, and, roughly, if one 
eye and then the other sees reading 
type about equally well close up and 
also at arm’s length, the odds are that 
both eyes have equal accommodative 
power. But if there seems to be even 
the slightest indecision on the part of 
a well-balanced, sensible patient, the 


near and far points for reading type 
would better be worked out with each 
eye separately to determine the respec- 
tive additions required. 

After a carefully worked-out refrac- 
tion at six meters for each eye and, too, 
with normal vision for each, it is not 
an uncommon experience to find that 
one eye requires a quarter or a half and 
occasionally three-quarters  diopter 
more sphere to give equally clear near 
vision at close range. Whether this 
condition is a matter of unequal inner- 
vation, or of muscle strength, or of both 
matters not, but it is surely not a mat- 
ter of partial paresis as we apply the 
term generally, and for the welfare of 
the patient in visual acuity and comfort 
the difference should be allowed for and 
prescribed. 

That the loss of accommodation 
breaks the speed and “breaks the heart” 
of a man in what may otherwise be for 
a much longer time an untrammelled 
career is never more evident or more 
real than to the ophthalmic surgeon 
himself, and this fact should lead him 
to careful thought and earnest effort 
to spare his fellow creatures such a pre- 
mature impediment. 
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Presbyopia 

Dr. W. W. Lewis (Saint Paul) read 
a paper on this subject which will be 
published later in this Journal. 

Discussion. Dr. H. W. Grant (Saint 
Paul) felt that, in the main, Dr. Lewis’ 
points were very well taken. Over- 
correction of the reading portion of a 
bifocal lens was an error often com- 
mitted. It caused a distinct loss of the 
range of accommodation. Even a +0.50 
diopter sphere was often more satis- 
factory than a +0.75 or +1.00 sphere 
for beginners. Some presbyopic cor- 
rections could be reduced even after 
they had been worn for a year or so. 

There were certain changes, however, 
which took place in a lens during pres- 
byopia which were not entirely due to 
loss of accommodation. This was well 
evidenced by the failure of the lens to 
shut out some portions of the spectrum 
which were more irritating and perhaps 
destructive to the eye. Dr. Grant said 
he was much interested in Dr. Jackson’s 
statement that he prescribed full cor- 
rection for all, and that one patient had 
blurred distant vision for eighteen 
months. The idea of full correction 
was to make people comfortable and by 
this they were made comfortable as in 
no other way. This was often true even 
in exophoria with convergence insuff- 
ciency. Children with convergent 
squint were not given a fair chance 
without a full correction from the be- 
ginning, and Dr. Grant felt that Dr. 
Lewis was in accord with this view 
also. After Dr. Jackson’s lectures, Dr. 
Grant said he had been prescribing 
more full corrections and he believed 
the patients had more comfort, and in 
a short time could get along better with 
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a full correction than with a partial 
correction. 

Dr. N. Spratt (Minne- 
apolis) felt that this was a very im- 
portant subject, as a large part of the 
work of ophthalmologists was in refrac- 
tion. He called attention to Dr. Osler’s 
statement that one should not treat a 
condition until he had had it himself. 
Dr. Spratt stated that his own experi- 
ence had been different from that of Dr. 
Lewis, in that he had found a full cor- 
rection for reading to be an advantage. 
He was now wearing an opifex ce- 
mented-on segment 8 by 14 mm. and 
had worn one 7 by 11 mm. The latter 
was perfectly satisfactory for every 
type of work except reading a book 
with wide pages. He felt, as Dr. Lewis 
stated, that the type of work the pa- 
tient was doing made quite a difference 
in the strength of the glass to be or- 
dered. He felt that the chromatic ab- 
erration in the Kryptok lens was a 
nuisance. This lens was theoretically 
wrong in that the wafer, composed of 
a piece of flint glass, should be made 
thick at the edge like any other achro- 
matic lens, rather than thin. Dr. Spratt 
stated that one learned much about 
these when he wore them himself. 

Dr. GeorGE E. McGeary (Minne- 
apolis) said that early in his practice he 
had found that patients with presbyopia 
had a habit of having their refractions 
done late in the day when the reserve 
strength in their ciliary body was ex- 
hausted. As a result, they would ac- 
cept higher reading corrections than 
were necessary. It was common for 
them to return in a few days with the 
complaint that their reading lenses 
were too short in their range. Dr. Mc- 
Geary said that he had made a practice 
in recent years of requiring these pa- 
tients to return for a second examina- 
tion in the morning hours, when the 
ciliary body was in better tone, before 
ordering the reading addition. This 
practice had given him much better re- 
sults in handling presbyopic patients. 
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Dr. Lewis, in closing, recalled the story 
about the woman who had never had 
any children thinking she was qualified 
to tell other people how to bring up 
their children, and he maintained that 
any one who had not gone through 
presbyopia did not know anything 
about it. He had for years made use 
of the paster prism of which Dr. Spratt 
spoke. The glass he was speaking par- 
ticularly about was for office work for 
the man who was probably not going 
to read a great deal and did not want 
to sacrifice any more of the distance 
space than he had to; therefore, Dr. 
Lewis felt that the paster, more eco- 
nomical in size below, was a great con- 
venience. For the nose and throat man 
who did not want to change glasses all 
the time, he advised a Kryptok with a 
paster above, of the strength he pre- 
ferred. Very often one would take an 
addition in the Kryptok segment of plus 
1.50 sphere and often for close in- 
spection of the nose, throat, and ear 
one would want to get closer than book- 
reading distance, and where there was 
plus 1.50 sphere below one would find 
that a plus 2.00 above was very accept- 
able. 

Dr. Lewis stated that until recently 
there had not been a great deal of op- 
portunity for choice in these so-called 
invisible bifocals, but now with the dif- 
ferent kinds of glasses shown in trade 
there was more to choose from. There 
was the small Kryptok and another 
which gave the wide broad segment be- 
low. Dr. Lewis felt that one should 
consider the occupation of every pa- 
tient prescribed for; how large a field 
he was going to work on, and his read- 
ing and working distance. He said he 
very often made use of the paster in 
preference to the flint glass segment 
where unusual-sized segments were 
needed. One could have ground into 
this paster nearly anything wanted; 
for example, a two or three degree 
prism according to muscle require- 
ments. He felt sure that if the men 
would make use of the paster segments 
more than they did now, they would 
be better satisfied and the patients bet- 
ter satisfied also. 


Sympathetic ophthalmia 


Dr. CHARLES N. Spratt (Minne- 
apolis) presented a young boy who had 
sympathetic ophthalmia. This case will 
be reported in full at a later date. 

W. E. Camp, 
Recorder 


COLLEGE OF PHYSICIANS OF 
PHILADELPHIA 
Section on Ophthalmology 
February 20, 1930 

Dr. H. LANopon, chairman 
Repair of lids by skin grafting 

Dr. BurtoN CHANCE presented 
the case of a man whose four eyelids 
he had restored to usefulness by skin 
graftings. The patient’s face, head and 
neck had been severely burned. The 
corneas were ulcerous and all four lids 
everted by cicatrization. The globes 
were now protected, the corneas healed, 
the cicatrices on them fading, and the 
man had useful sight so that he was 
able to perform yard duty. 

Discussion. Dr. Griscom said that 
about four years ago he had shown a 
case before the Section somewhat simi- 
lar to the one exhibited tonight by Dr. 
Chance. Following an extensive burn 
of the face, due to a gas flame, the pa- 
tient had a bilateral cicatricial ectropion 
of both lids. The operation consisted 
in freeing the lids by dissection and 
performing a tarsorrhaphy after which 
a large Thiersch graft was placed over 
the denuded area and a firm bandage 
applied. The ultimate results were en- 
tirely satisfactory. 


Retinoblastoma 


Dr. BurTON CHANCE gave a further 
report on a case presented in Novem- 
ber. It was recalled that in the left 
eye of a healthy, vigorous Italian boy, 
a whitish fungous mass, which filled a 
large portion of the vitreous chamber 
without provoking inflammatory symp- 
toms, was found. The tension of the 
globe was not elevated. The disease 
had become manifest only a month or 
so previously. When the case was 
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studied in November there was some 
doubt as to the diagnosis; the concen- 
sus of opinion, however, pointed to 
glioma. The boy went home over 
Thanksgiving. On his return the Sat- 
urday after, it was seen that the mass 
had grown larger, and the eye was pain- 
ful. Enucleation was performed and 
the globe sectioned. The mass _ re- 
sembled a collection of inflammatory 
exudate. In December it was reported 
that the only cells found in the many 
sections studied were of an inflamma- 
tory nature. Dr. De Long and Dr. 
Chance were not satisfied with these 
findings so the remainder of the block 
was cut and studied, with the r-sult 
that in the portion in the lower nasal 
quadrant of the globe there was found 
a mass of true neuroblastomatous cells 
in the retinal tissue. Neither the nerve 
nor the choroid had been involved. The 
aberrant cells were occupied by very 
large nuclei. 

Dr. Chance said such a case as this 
presented confusing characteristics. 
When the transilluminator was applied 
there were no shadows, but could there 
have been, when the mass was on the 
posterior wall of the globe? 


Cholesterin in the anterior chamber 

Dr. LerGutTon F. ArppLEMAN showed a 
case which had come under observa- 
tion at the Wills Hospital February 1, 
1930, because of poor vision in the left 
eye. His right eye was blind, due to 
the formation of a cataract within a 
month following a blow upon this eye 
fourteen years previously. Inspection of 
the eve showed the cornea clear; an- 
terior chamber clear, slightly deeper 
than normal; pupil round, 4.5 mm., 
slightly dilated, no reaction to direct 
light but indirect reaction prompt. Lens 
remained clearly visible in the pupillary 
space. There was no light perception 
nor irritation of the eyeball. 

On February 11, 1930, he struck the 
right eye against a chair. On the 13th, 
he came again to the clinic with the 
statement that following this blow the 
eye was painful. There was injection 
around the cornea though the cornea 
itself was clear, the anterior chamber 
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slightly cloudy and containing a few 
cholesterin crystals. No fresh blood 
was present. He was taken into the 
hospital and local treatment was given. 
The accumulation of cholesterin crys- 
tals increased until they practically 
filled the anterior chamber, together 
with an exudate or deposit which 
looked like lens material. It now 
seemed to be settling to the bottom of 
the chamber. With the slit-lamp it 
could be seen that the zonule was 
broken on the temporal side and the 
lens displaced inward and_ slightly 
downward. The iris too was seen to 
be greatly congested, and numerous 
small vessels could be seen over its 
surface. 

The speaker said that it was rare 
that cholesterin crystals appeared in 
the anterior chamber. In this case he 
believed they came from the vitreous 
as the result of a break in the zonule 
following the recent injury. Their 
presence in the vitreous previously 
could be assumed to have occurred as 
the result of degenerative changes fol- 
lowing the injury fourteen years ago. 
At this time, nine days after the in- 
jury, the cholesterin crystals seemed to 
be settling to the bottom, as the upper 
half of the anterior chamber was much 
clearer than two days ago. 

Discussion. Dr. ZENTMAYER said he 
had seen at the Wills Hospital a case 
of iridocyclitis in which there were 
large masses of cholesterin crystals in 
the anterior chamber. The chamber 
was washed out with salt solution but 
refilled with cholesterin. The condi- 
tion continued to recur and the eye was 
ultimately enucleated. Because of the 
recurrence of the condition it was 
thought at the time that crystals prob- 


‘ably found their way from the vitreous 


into the anterior chamber. ‘The posi- 
tion of the lens and the condition of the 
zonule could not be determined. 

Dr. CHANCE said that some years ago 
when Dr. Koeppe was giving a course 
of lectures at the Wills Hospital, he 
brought a patient who had had an ac- 
cident, and with the corneal microscope 
there was demonstrated the presence 
of these crystals. Dr. Chance had never 
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seen a case similar to the one shown 
tonight wherein so many cholesterin 
crystals floated in the aqueous. 

Dr. Cowan said that he had seen this 
case at the Wills Hospital and had 
examined it with the slit-lamp. He had 
never before seen a case of this kind. 
The aqueous was slightly cloudy and 
the anterior chamber filled with bril- 
liant red, green and silver crystals. 


Heterochromic cyclitis 

Dr. WARREN S. REESE brought a case 
before the Section which he thought 
might be of especial interest in view of 
Gradle’s recent paper. A young lady, 
aged twenty-one years, had consulted 
him last November for a routine eye 
examination. The external examina- 
tion at that time, as at present, was 
negative except for the heterochromia. 
Her mother was certain that her daugh- 
ter’s eyes were both the same color as 
a child. The change in color appeared 
about the age of twelve when she was 
examined by an optometrist whose 
meager record was secured. 


Ophthalmoscopy now revealed a 
descemetitis, beginning cataractous 


changes and numerous vitreous opaci- 
ties. Vision was improved to 18/30. 
Both eyes showed a compound hyper- 
opia but the error was small in the 
unaffected eye, whereas the left or 
affected eye required a rather high cyl- 
inder. The optometrist had found a 
somewhat similar change, so that pre- 
sumably this difference was congenital. 
The cause of this affection would ap- 
pear to be the teeth. 

It should be understood that there 
were two main types of heterochromia, 
the congenital and the acquired, the lat- 
ter due to some pathologic change as in 
the present case. The extreme chronic- 
ity of these cases was very remarkable; 
likewise the absence of inflammatory 
symptoms and posterior synechiz. The 
use of a mydriatic might be a perplex- 
ing question; none was used in this 
case until recently when the eye became 
painful. The pain was relieved by 
homatropin. 

Discussion. Dr. Cowan said that with 
the slit-lamp this was the usual picture 
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of heterochromic cyclitis—precipitates 
on the posterior surface of the cornea, 
specks in the aqueous, deposits in the 
pupillary space, changes in the iris and 
in the lens. 

In the right eye were a few pigment 
deposits such as were often found and 
considered by some to be remains of 
a pupillary membrane. There were a 
few of the same kind in the left eye, 
but here, besides the pigment deposits, 
there was an almost complete mesh- 
work of exudate on the anterior sur- 
face of the lens. There were many 
atrophic areas in the iris, especially 
around the pupillary margin. The 
changes in the posterior portion of the 
lens lay in front of the capsule in the 
cortex; those in the anterior portion 
consisted of opacities and vacuoles un- 
der the capsule. This was the paler of 
the two eyes. 

Dr. Cowan said that, while it might 
be true in cases of heterochromic cycli- 
tis that a pale iris preceded the cyclitic 
and lenticular changes, he felt certain 
that after a cyclitis in any eye there 
was often loss of pigmentation of the 
iris. In a case of such long standing 
as this we should expect the iris to be 
lighter than that of the healthy eye. 
Pigment migrated and was carried into 
the lens surface and was also deposited 
on the posterior surface of the cornea. 


Dr. ZENTMAYER Said his interest in 
heterochromia iridis had recently been 


renewed by seeing a woman aged forty- 
four years with this condition, 
ciated with Raynaud's disease of the 
first degree. It was difficult to know 
whether the eye condition had been ac- 
quired or whether it was congenital. 
Notes taken by former ophthalmolo- 
gists made no mention of a difference in 
the color of the irides. The right iris 
was of a blue-grey color and the left a 
hazel. The right pupil was 4.5 mm., 
left pupil 3.5 mm. In the right eye 
there were precipitates on the posterior 
surface of the cornea. With the slit- 
lamp they appeared a light grey in color 
with crenated edges and were fairly 
evenly distributed. There were a few 
fine vitreous opacities. The iris was 
partially atrophic, the stroma had a 
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somewhat fibrous appearance, and the 
crypts were almost eliminated. The 
vision in the right eye was 6/6 and 
in the left 6/5. The tension was eight- 
een mm. in the right eye and twenty- 
two mm. in the left. There was a com- 
pound hyperopic astigmatism in each 
eye. Aside from Raynaud's disease the 
physical examination was negative. 
There were no indications of tubercu- 
losis or lues. 

The association of local asphyxia 
might have been more than a coinci- 
dence. There were on record at least 
two cases of heterochromia iridis with 
a Horner syndrome, and the cause of 
Raynaud's disease was a sympathetic 
disturbance. Of course, if there was a 
sympathetic element in these cases it 
would be paralytic in Raynaud's and 
Horner's diseases. Gradle in his recent 
paper on heterochromia iridis asked the 
pertinent question why these cases with 
a moderate degree of cyclitis, which 
he thought to be probably of tubercu- 
lous origin, almost invariably developed 
cataract, while this did not occur as a 
rule in frank cyclitis of similar origin, 
with exudate lasting over a long period. 
In his series of thirteen cases the only 
evidence of tuberculosis, however, was 
a positive Pirquet in three cases. 

Dr. CiANCE said he was very much 
interested in the classification which 
Dr. Reese had given. In the first ten 
years of practice he had hunted out 
congenital malformations. In that time 
he saw many cases of heterochromic 
irides and had followed many of them, 
but could not recall any which later 
became inflamed. He would, there- 
fore, consider all such as congenital 
types. He had, however, seen numer 
ous instances where discoloration bad 
occurred after iritis, vet he doubted if 
many of the congenital type became 
inflammatory. He had known a young 
lady, aged twenty-six or twenty-eight 
years, all her life, the iris of one eve 
being half gray and half brown. She 
had never had any inflammatory signs 
in her eye. 

Dr. LANGDON said the change in color 
of the iris which came on after iritis and 
which was due to congestion and exu- 
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dation into the iris, was very different 
from the change in color which was 
consecutive to degenerative processes 
where there was atrophy and where it 
was due to pigmentation. It seemed 
to him that this was the condition in 
the present case of Dr. Reese. 


Hole at the macula 

Dr. Grorce H. Cross said that this 
condition was brought to our attention 
in 1869 by Dr. H. Knapp and in 1871 
by Dr. H. D. Noyes, and more thor- 
oughly studied by Kuhnt and Haab in 
1900. It was after this date that these 
cases were reported more freely. 

Holes at the macula might be divided 
into two general groups—traumatic and 
nontraumatic. As the case he wished 
to present this evening was produced by 
traumatism, his remarks would be con- 
fined to cases in that category. During 
the war, while stationed at Camp 
Meade, he had encountered from four 
to six cases, all in men who gave a 
history of accidents occurring in civil 
life. One case was that of a colored 
man who stated he had been hit on the 
head with a baseball bat. 

Following the War, at the U. S. A. 
General Ilospital no. 11, Cape May, 
there were a number of cases of hole 
at the macula following the traumatism 
of war injuries. One very extraordi 
nary case was published in the Govern 
ment Medical History. This white man, 
aged twenty-two years, was struck by 
a machine gun bullet which entered 
the malar bone three centimeters below 
the external canthus of the left eve. 
traveled across the face, and emerged 
below the right eye at the inner canthus. 
Photographs were exhibited which 
showed the hole at the macula, four 
ruptures of the choroid, numerous 
cholesterin crystals and a large area of 
choroidal disturbance. 

The second case was that of a white 
man aged eighteen years who was 
wounded in France August 11, 1918. 
He had three large depressed scars with 
loss of bony substance in the right 
frontal region. In the right eye he had 
an oval hole in the macula, deeply pig 
mented and with cholesterin crystals 
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present. There was some retino-chor 


oidal pigmentation along a branch of 


A water- 
had been 


the upper temporal artery. 
this 


color drawing of case 
made. 
The case shown at the section was of 


a boy aged fifteen years, struck in the 
left eye with a football in the summer 
of 1928. Following this injury the hole 
in the macula developed. This hole was 
of the typical slightly horizontal type 
with numerous cholesterin crystals 
seen. There was a marked retinochor- 
oidal disturbance. His vision in this 
eye was 20/100. 

The pathology of macular hole as 
studied by Fuchs, Coats, Hippel, and 
others seemed to point to a cystic de- 
generation in the retinal layers with 
subsequent rupture and formation of a 
hole. Coats thought that the degenera- 
tion was due to an edema of the retina 
at the posterior pole, involving usually 
all of the layers of the retina, but at 
times the inner layers only. 

Discussion. Dr. ZENTMAYER said he 
had seen quite a number of cases of 
hole at the macula. One interesting 
case he recalled was the result of edema 
from sclerosis of the macular branch of 
the superior temporal artery, in an old 
lady. The localized edema had caused 
a typical hole in the macula about one- 
third the diameter of the disc. Nearly 
all these cases had a very fine pigment 
rim, the result of turning out of the 
pigment layer of the retina. 

Dr. CHANCE said eight cases were re- 
ferred to him at the Army Hospital in 
Cape May. He recalled one in which 
there was no actual wounding of the 
eye; there had been an explosion a 
great distance away. There had been 
an immediate laceration of the retina 
from the effects of an “air blow”. Dr. 
Burkholder had illustrated a similar 
case. 

He thought it might be of interest 
to the Section to hear of two early 
records of this type of case. In going 
over the records of the late Dr. Thom- 
son he was attracted by a very complete 
sketch, which Dr. Thomson had made 
in the early 70’s. It was the case of 
a young woman who had been struck 
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in the eye by a rubber ball filled with 
water. Dr. Thomson — apparently 
thought he was dealing with a 
genital condition and did not associate 
it with the accident. The second case, 
recorded in 1887 and of which careful 
drawings were made, was in a young 
lady struck in the eye with a half of a 
lemon. These cases were probably not 
reported in the literature. 

Dr. Cross, closing, said that many cases 
of so-called hole in the macula were 
really not of hole in the macula. He 
had been asked to see a case a few days 
previously and found it was simply a 
case of central macular choroiditis, and 
he thought it possible that other cases 
of macular choroiditis had been re- 
ported as holes at the macula. 


con- 


Treatment of vernal conjunctivitis by 
radium 

Dr. Ronatp C. Moore, by invitation, 
reported the case of a boy aged twelve 
years, who had vernal conjunctivitis for 
two years. He reported first to the Eye 
Dispensary at the Presbyterian Hospt- 
tal in May, 1929. Radium treatments 
were started in October, 1929, two 
treatments to the right lid and one to 
the left. The boy was now symptom- 
free. 

Radium could be more accurately 
dosed than x-rays; therefore, it was the 
better remedy. If too great a reaction 
was produced, cataract, glaucoma, atro- 
phy of the iris or destruction of the eye 
might result. In conclusion it might 
be stated that vernal conjunctivitis 
could be relieved with radium in the 
proper dose in all except the limbal 
form, where danger of damage to the 
globe prohibited its use. Radium in 
proper doses had been very favorably 
reported on by most authorities. 

Discussion. Dr. SHuMway said that 
the patient to whom Dr. Moore had 
referred was reported before the sec- 
tion in 1918. Originally seen in 1913, 
he had been treated with eleven or 
twelve mg. of radium, which was all 
that was available at that time, but 
without success. Subsequently in 1918 
he had been treated with doses of 35 
to 50 mg. by Dr. Pancoast, the lid be- 
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ing everted and the filtered radium ap- 
plied close to the conjunctival surface. 
The thick lid masses disappeared per- 
manently. He had reported three other 
cases before the Section on Pediatrics 
of the State Medical Association in 
1918, also with cure of the condition. 
One case was a private one, and had 
been seen frequently since then. The 
conjunctiva was smooth but atrophic 
and had a tendency to form a skin-like 
epithelial coating, which had to be 
rubbed off. The danger of the method 
lav in the loss of eyelashes, which us- 
ually, but not always, returned. The 
lid masses were more than thickened 
epithelium, true fibrous tissue being 
formed, with much elastic tissue, and 
ordinary treatment had no effect on 
them. He had never had any success 
from the use of fibrolysin. 

Dr. Louis LEHRFELD said that through 
the courtesy of the staff of the Wills 
Hospital he had resumed his studies 
of vernal conjunctivitis, which began 
in the clinic of Dr. Burton Chance in 
1924. Last year the studies were con- 
fined principally to the various thera- 
peutic measures commonly used in the 
treatment and cure of vernal conjunc- 
tivitis. Among these therapeutic meas- 
ures considered was the use of radium. 
Of eighteen cases referred to him last 
year, eleven were treated by radium. 

In cooperation with Dr. Widmann 
and Dr. Spackman, he was planning 
to so standardize the use of radium 
element in the treatment of vernal con- 
junctivitis that it might be used uni- 
formly by all radiologists and ophthal- 
mologists with safety and with definite 
results. Dr. Lehrfeld said that in as 
much as radium had been heralded as 
a specific remedy for vernal conjuncti- 
Vitis, this particular measure of treat- 
ment was selected with a view of 
determining definitely its efficacy and 
manner of application. In view of the 
possible dangers to the eye by the use 
of unfiltered radium, treatment was be 
gun in a series of eleven cases, using 
fifty milligrams of radium element, fil- 
tered by a brass capsule one millimeter 
in thickness, and by rubber two milli 
meters in thickness. 


The application was made directly 
through the closed eyelids, so that the 
entire conjunctiva and the cornea might 
receive the benefits of the radiation. 
This was thought to be an advantage 
over the application to the everted eye- 
lids because it was impossible to get 
uniform application to all parts of the 
eye with the eyelids turned up. Since 
vernal conjunctivitis might affect all 
parts of the conjunctiva and not the lids 
alone, it was felt that the application 
through the closed eyelids with the pro- 
tection of the eyelashes with a plate of 
lead was advantageous. 

The application was made for a per- 
iod of one-half hour, the radium being 
exactly three millimeters from the skin 
of the eyelid, and there was delivered 
twenty-five milligram hours of radium. 
The interval between treatments was 
one week. The dosage of radium was 
estimated as being the minimum 
amount which would give beneficial re 
sults as determined by the experience 
of other investigators. It was planned 
to give routinely six applications of ra- 
dium. This was varied, however, and 
more applications were given if the 
case under consideration had been of 
long duration, and the pathology was 
extensive. 

The fact that each and every one of 
the eleven patients reported for the 
whole course of treatment was indica 
tive of the fact that they must have ob- 
tained some benefit. Observations 
indicated, however, that patients re 
quired at least three or four applica- 
tions before the desired relief from 
symptoms was manifest. There was no 
question in his mind that the patients 
all obtained marked symptomatic relief, 
which was gradual in character, but 
perceptibly evident by a gradual di- 
minution of the discharge and of lacri- 
mation. A recession of the pathological 
findings was not especially noted until 
all the radium applications had been 
given. Attempt was now being made 
to prove definitely whether radium 
would cure vernal conjunctivitis. Many 
investigators reported cures. Sut a 
large proportion of cases recovered 
spontaneously without medication. 
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By way of argument, and realizing 
that vernal conjunctivitis was an ocu- 
lar manifestation of an allergy, it was 
hard to conceive that the removal of 
the pathological state during one sea- 
son of attack would prevent the occur- 
rence of another attack the following 
season. In other words it must be 
necessary for the radium to desensitize 
the patient against the susceptibiity to 
the various proteins responsible for the 
disease. Dr. Lehrfeld said the investi- 
gations would continue in the effort to 
prove or disprove the specificity of ra- 
dium in vernal conjunctivitis. He felt, 
however, that radium had tremendous 
effects in alleviating the symptoms, 
principally that of itching. 

Dr. Moore, closing, said that he ap- 
preciated Dr. Shumway’s point of prop- 
erly gauging the dose of radium, as this 
was the most important thing in the 
treatment of these cases. If it were not 
properly gauged the lashes would drop 
out. 


Ephedrine and glaucoma 

Dr. A. BArRLow (by invitation) said 
a possible causal relationship between 
ephedrine and glaucoma was suggested 
by the occurrence of acute glaucoma in 
five patients after ephedrine had been 
used in the nose for suspected sinusitis. 
The patients, four females and one 
male, were all past middle life, at which 
time the susceptibility of glaucoma in- 
creased. It was possible that, while 
ephedrine might have no effect on in- 
traocular tension in young persons and 
in persons with no glaucomatous ten- 
dency, yet it might act as an exciting 
factor in elderly people with a glauco- 
matous predisposition. 

A. G. FEweLt, 
Secretary. 
CHICAGO OPHTHALMOLOGI- 
CAL SOCIETY 
March 17, 1930 


Dr. CHARLES G. DARLING, president 


Molluscum contagiosum and associated 
follicular conjunctivitis 
Dr. Harry GRADLE presented a case 
which was interesting because of its 
rarity. This patient had complained 
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of irritation of the eye, and examina- 
tion showed three small wartlike 
masses: one on the lower lid, one on the 
upper lid, and one on the skin of the 
nose. The conjunctiva of the affected 
side presented a typical picture of fol- 
liculosis, whereas the conjunctiva of 
the other side was normal. According 
to Elschnig, there is an intimate etio- 
logical relationship between unilateral 
follicular conjunctivitis and the pres- 
ence of molluscum contagiosum around 
the eyelids. The only treatment nec- 
essary is the expression of the mol- 
luscs. Photographs were taken of this 
case before the follicles were expressed. 


Persistent posterior  fibrovascular 
sheath of the lens caused by fetal 
iritis 
Dr. VERNON Moyne LeEeEcu read a 

paper which will be published in the 

American Journal of Ophthalmology. 
Discussion. Dr. Ropsert VON DER 

Heypt said that about seven years ago 

Dr. Lane had a case which he thought 

was one of retention of part of the an- 

terior fibrovascular sheath of the lens. 

It was studied under the slit-lamp. It 

was now known that this case was 

one of a new clinical entity, since 1so- 
lated, viz., sclerosis of the lens capsule 

(Kraupa), or “glaucoma capsulare”, as 

it is called by Vogt, because of the ten- 

dency to hypertension. 


Morphology of senile cataract 
Dr. Ropert VON Heypt gave a 
discussion of this subject. 
Importance of routine examination of 
accommodation 
Dr. Tuomas D. ALLEN spoke on this 
subject. 
Ropert VON DER Heypt, 
Secretary. 
NASHVILLE ACADEMY OF OPH- 
THALMOLOGY AND OTO- 
LARYNGOLOGY 
March 17, 1930 
Dr. R. J. WARNER, chairman 
Perforating injury of the eyeball 
Dr. HILL1ArD Woop presented Mr. A. 
S., aged twenty-nine years, who had 
been referred to him on March 5, 1930. 


SOCIETY PROCEEDINGS 817 


He gave the history of having injured 
his left eve on March 3rd. While hang 
ing his axe over a thorn bush a thorn 
stuck in his left eye. Vision of the 
right eye was 20/20 and of the left 
20/40. About the middle of the upper 
border of the tarsal cartilage of the left 
upper lid was what seemed to be a re 
cent pinhole perforation of the lid; the 
surrounding skin was slightly discol- 
ored red. This opening in the skin had 
practically closed, but there was a small 
point indicating recent perforation of 
the conjunctival surface of the lid at 
the upper border of the tarsal cartilage. 
About 3 mm. above the upper corneo- 
scleral margin at the twelve o'clock 
position, was a pinhole perforation of 
all the coats of the eyeball. There was 
a black speck, not larger than the cross 
section of a small needle. Whether 
this black speck was the end of a thorn, 
or whether it was the uvea showing 
through the perforation was the ques- 
tion. Through this opening exuded the 
tiniest bit of what seemed to be vitre 
ous, 

Scopolamin was instilled and the pu- 
pil dilated fairly well, but not to the 
maximum. The ophthalmoscope show 
ed several small streaks of blood ex 
tending from the point of perforation of 
the uvea downward through the vitre 
ous to a point near the center of the 


eyeball. There was no single uninter 
rupted streak to indicate that either of 
these was a piece of thorn. Transil- 


lumination showed the perforation a 
bright red, indicating that the dark ob- 
ject seen by direct view was uvea, and 
not a foreign body. 

On March 12th examination showed 
R.E.V.=20/20; L.E.V.=20/50, with 
plus 1.50 sph. = 20/25. 


Tuberculous keratitis 

Dr. Guy M. Maness _ reported the 
case of N. G., a white female, aged fifty 
nine years, first seen on March 27, 1929, 
complaining of a scum over her right 
eve for two months. The late Dr. E. B, 
Cayce had done a cataract extraction 
on this eye in November 1928. The vis- 
ual result had been excellent for three 
months, when vision gradually became 


blurred to the extent that she could not 
see to walk alone. There was practi- 
cally no pain, photophobia, or lacrima- 
tion. Vision in the left eye was very 
poor, due to an existing cataract. 

Examination revealed a slightly im- 
mature cataract of the left eye without 
any other visible pathology. Vision 
was limited to ability to count fingers 
at three to four feet with either eye. 
There was a marked interstitial kera- 
titis involving the lower two-thirds of 
the right cornea, with no ulceration. 
The slit-lamp showed a diffuse involve- 
ment of the whole thickness of the low- 
er two-thirds of the cornea interspersed 
with many dense areas of whitish in- 
filtration. There were many brownish 
deposits on Descemet’s membrane. The 
iris showed a slight amount of inflam- 
matory reaction. She had arteriosclero- 
sis and a hypertension of 206/110. The 
chest was clear. The Wassermann and 
other laboratory work were negative. 

After operation on an empyema of the 
left maxillary sinus, she was given mer- 
cury and iodides internally, and atro 
pin and hot compresses were used lo- 
cally. The iritis cleared, but the cor- 
neal condition showed very little im- 
provement. Seven months after the 
sinus operation the eye condition 
seemed quiet. A discussion of the sec- 
ondary cataract was then done. Im- 
mediately the keratitis became more 
marked, and an ulcer of the lower por- 
tion of the cornea occurred. After one 
month, the corneal ulcer had almost 
healed, leaving quite a dense opacity. 
The ulcer had shown little response to 
the use of twenty-five percent argyrol, 
hot compresses, twenty percent neo 
silvol, yellow oxide of mercury oint 
ment, and milk injections. 

A tuberculin test was positive. Di 
sensitization was started with 0.00001 
mg. ©O.T. subcutaneously, repeated 
twice a week, doubling the dose each 
time until at her last treatment she re- 
ceived 2 mg. Rapid clearing of the cor- 
nea followed within one week. Vision 
rapidly improved. One month later the 
cornea showed not more than one-half 
the original infiltration. At present, 
which was about three months since the 
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O.T. was begun, she had vision of about 
20/100. There remained a rather exten- 
sive corneal scar which would probably 
not clear very much more, 

While there was no evidence other 
than a therapeutic result that the kera- 
titis was tuberculous, the deduction 
seemed justifiable. Whether the con- 
dition was due to a local infection or 
was merely an allergic focal reaction 
was questionable, but the latter was 
probably the case. 

The speaker had had a fairly large 
series of cases of phlyctenular kerato- 
conjunctivitis which when seen early 
desensitization with 


were cured by 
with little resultant corneal 
damage. The cases that were of long 


standing and had a marked corneal in- 
volvement practically always were 
markedly improved but not completely 
relieved of the corneal opacity. He had 
a smaller series of corneal ulcers of 
long standing that had resisted the 
usual forms of treatment, including re- 
moval of foci, but which as soon as 
treatment with O.T. was_ started 
showed fairly rapid improvement. If 
tuberculin had been started early in the 
case reported, he thought the eye would 
have been in far better condition at 
present. 

Discussion. Dr. W. G. KENNON 
remarked that with the foci of infection 


removed tuberculin would clear up 
many persistent eye cases. 
Dr. M. M. Cuttom thought that 


about seven percent of interstital kera- 
titis was believed to be tuberculous. 
All of his cases had been due to heredi- 
tary syphilis. 
W. W. WILKERSON, 
Secretary. 


NASHVILLE ACADEMY OF 
OPHTHALMOLOGY AND 
OTOLARYNGOLOGY 


April 21, 1930 
Dr. RoBert WARNER, chairman 


Bilateral enucleation of ruptured 
buphthalmic eyes 
Dr. Ropert J. WARNER reported the 
case of A. M., white male, aged seven 
years, 


He was born with large eyes 
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which had been diagnosed in early in- 
fancy as buphthalmos. All other physi- 
cal examinations were negative. He 
had a vision of counting fingers at about 
twelve feet in each eye. 

November 13, 1929, while riding on 
a small wagon he ran into a telephone 
pole and the tongue of his wagon struck 
him in his right eye causing a rupture 
of the eyeball. The right eye was 
enucleated the same day vnder ether 
anesthesia. There were no complica- 
tions at operation or postoperatively. 

On April 9, 1930, while in the garden 
with his father he was struck in his left 
eye with the end of a hoe handle, which 
caused a rupture of the left globe. The 


rupture was about one-half inch in 
length extending across the ciliary 
body. Severe hemorrhage followed. 


Calcium lactate was administered and 
the protruding iris was excised. There 
was no light perception. The eye was 
very soft and painful. On April 13, 
1930, Dr. Kennon, who was called into 
consultation, agreed that the eye should 
be removed. On April 14th the left eye 
was removed under ether anesthesia. 
No complications followed. 
W. W. WILKERSON 
Secretary. 
LOS ANGELES COUNTY 
MEDICAL ASSOCIATION 


Eye and Ear Section 
April 7, 1930 
A. Ray IRVINE, president 


(This meeting was a clinical one pre- 
sented at the Los Angeles General Hos- 
pital by the staff of that hospital.) 


Retinitis proliferans 

Dr. JoHN Osporne presented a thirty- 
year-old man who gave a history of 
long standing blindness in the right eye 
and recent diminution of vision in the 
left eye. Upon examination the right 
eye showed decreased tension, begin- 
ning complicated cataract, and an or- 
ganized mass in the vitreous, contain- 
ing many cholesterin crystals. The 
left eye showed a typical picture of well 
advanced retinitis proliferans with evi- 
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dence of a recent vitreous hemorrhage. 
The Wassermann reaction was nega- 
tive. 


Sympathetic ophthalmia 

Dr. GEORGE McCoy stated that true de- 
structive sympathetic ophthalmia was 
a rare condition, as he had seen only 
two or three cases in a rather extensive 
practice, in which injured eyes were 
fairly common. He emphasized the 
necessity of pathological examination 
with the microscope to confirm the 
diagnosis. In his opinion sympathetic 
irritation or inflammation of mild de- 
gree was rather common. As its re- 
mote cause one might have foci of in- 
fection present elsewhere in the body. 
Therefore, after eye injuries, as a pro- 
phylactic measure, foci of infection 
should be eliminated. Tuberculosis de- 
served more attention as an etiological 
factor of these mild cases of uveitis, 
but did not assume the importance in 
this country that it was given in the 
European clinics. 


Glaucoma with intraocular hemorrhage 

Dr. H. J. Friesen presented a man 
about thirty-five years of age upon 
whom an iridectomy had been done for 
glaucoma. Following this an iridocy- 
clitis had developed with marked in- 
crease in tension. After eliminating all 
foci of infection a trephining was done, 
after which an intraocular hemorrhage 
occurred. At present the globe was 
soft, irritated, and there was no light 
perception. 


Modification of Elliot’s trephine opera- 

tion 

Dr. CLIFFORD WALKER showed an EI- 
liot trephine which had a window cut 
in its side, 1 mm. from the tip. After 
the disc was outlined, a scleral suture 
was passed through it with a Carrel 
needle and was carried through the tre- 
phine and out the window. By means 
of the suture one exercised traction on 
the disc as the trephining progressed 
and there was no danger of losing the 
disc as it remained attached to the 
thread. The depth to which the tre- 
phine was penetrating was always visi- 


ble on account of the 1 mm. distance 
between the trephine edge and the win- 
dow. The traction on the disc also 
avoided increasing the pressure in the 
eye as it furnished a counterpressure 
for the force used in applying the tre- 
phine. 


Plastic surgery of the lid 

Dr. L. A. LAMorre presented several 
cases of plastic surgery of the lids, par- 
ticularly following burns. In most 
cases free skin grafts were used. 


Slit-lamp examination 
Dr. J. G. Kinney demonstrated the 
technique of examination with the slit- 
lamp. 
M. F. WEYMANN, 
Recorder. 


LOS ANGELES COUNTY 
MEDICAL SOCIETY 


Eye and Ear Section 
May 5, 1930 
Dr. A. Ray IrvINeE, president 


Eclipse blindness 

Dr. H. THORNBURG presented a man 
about thirty years of age who had been 
photographing the last sun eclipse. He 
observed the sun through a piece of 
developed film with the right eye: Four 
hours after the eclipse he noticed that 
he could not see out of the right eye. 
Examination showed faint peripheral 
light perception and an area, about 
seven disc diameters in size, in the cen 
tral portion of the fundus, which ap- 
peared white. The macula showed a 
dull gray-brown color. A diagnosis ot 
retinal edema was made at this time. 
One week after the eclipse the vision 
had remained only perception of light. 

Discussion. Dr. RoGers called atten- 
tion to the relationship between this 
condition and blindness produced by 
watching the acetylene torch. 

Dr. BEIGELMAN stated that a German 
preparation called corodenin had been 
used with success for protection trom 
ultraviolet light, especially by motion 
picture actors. 

Dr. WEYMANN called attention to the 
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work of Verhoeff in which he was un- 
able to produce retinal disturbances 
with ultraviolet light from the are lamp 
when the heat rays were filtered out. 
The retinal disturbance in eclipse blind- 
ness was probably produced by the 
focusing of heat rays on the macula, 
and not by ultraviolet rays. There had 
also been some dispute as to the prac- 
tical efficacy of corodenin in protecting 
the eyes from ultraviolet light. 


Keratitis and iridocyclitis treated with 

intravenous typhoid vaccine 

Dr. GeorGe McCoy presented a man 
about thirty-five years of age who had 
been first seen in November, 1929, with 
a visual acuity of counting fingers in 
either eye. There was a_ bilateral 
keratitis and iridocyclitis. The keratitis 
was of a parenchymatous type. _ In- 
fected tonsils, an infected incisor tooth, 
and an intestinal amebiasis were found 
and treated. No improvement occurred 
until intravenous typhoid vaccine was 
administered in an initial dose of 
twenty-five million organisms. After 
the first dose prompt improvement was 
noted and after the fourth dose recov- 
ery was almost complete. At present 
there remained a leucoma on the left 
eye but there was no evidence of in- 
flammation. 


Chronic anterior uveitis 

Dr. BEIGELMAN called attention to the 
common belief that chronic anterior 
uveitis was usually due to tuberculosis. 
In six cases observed by himself there 
was a late stage of luetic infection, as 
the duration of the lues was from four- 
teen to thirty-two years. In these pa- 
tients elimination of all other foci of 
infection had no effect on the uveitis. 
Specific antiluetic treatment also had 
little effect as is usually the case in 
the treatment of late lues. One case 
improved after tuberculin therapy, al- 
though the tuberculin reaction was neg- 
ative. Dr. Beigelman thought that the 
improvement was due to the nonspecific 
effect of the tuberculin. Treatment with 
foreign protein of various types gave 
the most satisfactory results in all cases. 
In one case where aolan had no effect. 
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the use of typhoid vaccine was success- 
ful in clearing up the condition. Dr, 
Beigelman wished to stress the im- 
portance of late lues as a factor in the 
production of chronic anterior uveitis, 


Typhoid vaccine therapy 

Dr. H. WHALMAN presented an his- 
torical review of nonspecific foreign 
protein theory and called particular at- 
tention to the work of Howard with 
typhoid vaccine. His rather extensive 
experience with this method at the Los 
Angeles General Hospital was cited in 
the form of numerous case reports. The 
cases treated included trachoma, con- 
junctivitis, corneal ulcers and injuries, 
iritis, and late infection after trephine 
operations. He used a first dose of 
twenty-five million organisms and 
sought to produce a chill with fever in 
about twenty-four hours. A three day 
interval between was allowed. 
The beneficial effects are caused by the 
increase in temperature, increased per- 
meability of the capillaries, and leuko- 
cytosis. Contraindications for the treat- 
ment are increased temperature, low vi- 
tality, or cardiac disease. Local treat- 
ment should not be neglected at the 
same time. The results reported by 
Dr. Whalman showed that nonspecific 
therapy usually promoted rapid heal- 
ing of the conditions described. 

Discussion. Dr. WILLIAM Boyce 
stated that he had seen Dr. \Whalman’s 
work and that the results were good. 
Milk did not always give a reaction 
because it is the bacteria in the milk 
that cause the reaction, and the milk 
might be too clean. He considered the 
reaction of tuberculin as nonspecific in 
most cases. Foreign protein treatment 
was not devoid of danger. He won- 
dered if the chronic anterior uveitis de- 
scribed by Dr. Beigelman might not 
have been due to foci of infection other 
than lues. 

Dr. WEYMANN described one case of 
chronic anterior uveitis due to late lues 
in a woman in whom one eye had to 
be removed. In the enucleated eye a 


doses 


definite luetic granuloma of the papilla 
was diagnosed microscopically so that 
there seemed to be no doubt but what 
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syphilis was the causative factor of the 
uveitis in both eyes. Attention was 
called to the fact that in these cases, 
even during the time when they ap- 
peared to be well, cells might be de- 
tected in the aqueous with the slit-lamp. 
Dr. Weymann found that atropin did 
not dilate the pupil well in this case. 
Aolan produced no general reaction, 
while lactigen caused a marked general 
reaction and at the same time the pupil 
dilated fairly well. Lactigen was found 
to produce a better general reaction 
than aolan in several cases. 

Dr. Ferris ARNOLD stated that a most 
marked reaction could be obtained with 
one-quarter minim of Coley’s fluid, the 
endotoxin of bacillus prodigiosus and 
streptococcus erysipelatis. 

Dr. TRAINOR cautioned that the patient 
should always be kept in bed during the 
administration of typhoid vaccine. 

Dr. Smitn said that he found milk 
injections useful in gonorrheal ophthal- 
He thought that the 


mia and ulcer. 


reason that milk was more satisfactory 
in its use in foreign countries was that 
it was more contaminated there 

Dr. KiNNeEy stated that Dr. SUKER of 
Chicago purposely left out milk that he 
wished to use so that it might be con 
taminated. 

Dr. CLIFFORD WALKER described a 
case of chronic anterior uveitis recently 
seen by him which showed tmprove- 
ment, manifested by disappearance of 
the precipitates as seen with the slit 
lamp, upon treatment of the tonsils, and 
the use of atropin and foreign protein. 

Dr. BEIGELMAN called attention to the 
fact that at times one foreign protein 
was efficacious where another failed. 
The reason for this was not yet known. 
He repeated that he could only con- 
clude that the condition of his patients 
was due to lues because the removal of 
all other foci caused no improvement 
in their condition. 

M. F. WeEYMANN, 
Secretary. 
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REFRACTION IN CHILDREN 


Very many parents and not a few 
ophthalmic physicans have an exag- 
gerated reluctance to plan the wearing 
of glasses by school children or those 
of preschool age. The reasons for this 
are several. First perhaps comes a feel- 
ing of repugnance to recognizing in this 
way the existence of a defect. With 
some people the esthetic objection is of 
decided significance, and in some par- 
ents it is overwhelming; they feel that 
the child’s features are disguised and 
disfigured by spectacles. Of more prac- 
tical consequence is the thought that 
the child will be hampered at play. 
Lastly, in both parent and physician, 
not excluding many ophthalmologists, 
there is a persistent unwillingness to 
believe that glasses ought to be neces- 
sary or advantageous in more than a 
very small number of children. 


In some degree all of these objec- 
tions are deserving of respect, except 
the last mentioned, which is in the na- 
ture of a superstition based upon in- 
complete understanding of facts. It is 


closely akin to the prejudice against 
the wearing of spectacles even in adult 
life, a prejudice which is not now so 
common in the United States but still 
prevails rather widely in some Euro- 
pean countries. 

When is it proper to put glasses ona 
child? Whenever this can be done with 
distinct advantage to the patient, either 
as to improvement of vision or as to 
relief of symptoms which are due to 
avoidable eyestrain. 

Among most ophthalmic physicians, 
there is no substantial question as to 
the wisdom of prescribing glasses for 
strabismus, although there is appre- 
ciable difference of opinion as to the 
frequency with which glasses will re- 
lieve this condition. Perhaps the com- 
monest mistake in this connection is 
that of ordering for a strabismic child 
considerably less than the full correc- 
tion as found under cycloplegia. It is 
important to remember that strabismus 
is not usually relieved by glasses unless 
eyestrain has been a factor in the pro- 
duction of the extrinsic muscular dis- 
order. 
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In this relatively enlightened age, 
none but religious fanatics and quacks, 
with a few misguided followers of the 
latter, will deny that some children, 
alike before and during school age, are 
seriously handicapped for the juvenile 
battle of life until fitted with the proper 
glasses. 

3ut according to some workers, who 
are willing to admit the value of cor- 
recting moderate refractive errors in 
the adult, the frequent correction of 
similar errors in the school child is ill- 
judged and inadvisable. This belief is 
perhaps based upon the impression that 
the average child does not use his eyes 
so keenly as an adult, or that his phy- 
sique is endowed with greater nervous 
and physical endurance, or that the 
greater elasticity of his crystalline lens 
will enable him to tolerate a constant 
effort of adjustment such as would 
create disagreeable symptoms in the 
older patient. 

Yet the more important sufferers 
from carelessness or skepticism as to 
the correction of juvenile refractive er- 
rors are those children, of normal or 
even brilliant mentality, whose need for 
glasses is not such as to give rise to 
any disturbance in the extrinsic ocular 
muscles, or to produce a noticeable re- 
duction in visual acuity. 

In children as well as in adults, symp- 
toms due to eyestrain are more likely 
to appear in those of delicate physical 
constitution, unstable nervous equilib- 
rium, or exceptionally eager and intel- 
ligent mental reactions. 

Practically all the symptoms arising 
from eyestrain in adults may rest upon 
a like basis in children. Not to recog- 
nize this fact is often to do injustice to 
a child who is brought on account of a 
suspicion of refractive error. 

While the refractive measurement of 
children’s eyes is often regarded too 
lightly, it is on the other hand some- 
times credited with being more difficult 
than it really is. Many people (and 
this includes some ophthalmic physi- 
cians) make the mistake of exaggerat- 
ing the extent to which the cerebral 
processes of the young school child are 
inferior to their own; and such indi- 
viduals therefore depress and inhibit 


the child’s mind by treating him as 
belonging to a lower intellectual plane ; 
when, as a matter of fact, much more 
may frequently be accomplished by a 
judicious attitude of mental equality, 
encouraging the child’s mind to display 
its powers. 

In the experience of the present 
writer a large proportion of the chil- 
dren who are brought for an opinion as 
to the need for wearing glasses are just 
as easy to examine down to the smallest 
fraction of ametropia (whether the er- 
ror be spherical or astigmatic), and just 
as alert and interested in responding to 
subjective tests, as the intelligent and 
cooperative type of adult patient. 

It is a mistake to assume that all 
young children, or even the majority of 
them, should be refracted merely with 
the retinoscope. A great many meas- 
urements made with the retinoscope, 
alike in children and in adults, are 
not sufficiently final or precise for 
the best results, but can be improved 
in important details by careful and skill- 
ful application of the subjective tests. 
In the majority of children, quite as 
much as in the majority of adults, in- 
exact refractive work is likely to be 
punished by failure to obtain relief 
from disturbing symptoms of eyestrain. 

The parents of the child whose eyes 
are subject to frequent attacks of red- 
ness, or hurt during study, or who is 
occasionally affected by nausea during 
his school work, or who during the 
reading lesson misses individual letters 
or miscalls words, are too often told 
that there is no evidence of a need for 
glasses, that the eyes are practically 
normal, and that no such error of re 
fraction exists as would justify inflict- 
ing glasses upon a young and active 
child. Or, after a reasonably careful 
examination under cycloplegia, much 
too frequently the mistake is made of 
prescribing less than the full correction. 
Whatever difficulty may be experienced 
in persuading adult patients to wear 
the full correction found under cyclo- 
plegia, the great majority of children, 
provided reasonable willingness to co- 
operate exists, display little real difh- 
culty in becoming accustomed to the 
full correction as determined by deduct- 
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ing plus one-fourth diopter from the 
cycloplegic finding (to allow for the dis 
tance at which the test is made). There 
is absolutely no ground for supposing 
that any eye is damaged or weakened 
by having its accommodative efforts 
for various distances reduced to the 
normal amount required of a truly em- 
metropic eye. 

It is not argued here that most chil- 
dren need But many more 
would be benefited by proper glasses 
than are discovered by visual tests in 
the public schools. In some cases the 
need for wearing glasses may be of 
relatively short duration, because the 
physical condition makes a refractive 
error more noticeable now than it will 
be later, under more favorable condi- 
tions of general health. In many other 
cases the need will prove permanent, 
although the prescription may have to 
be revised every year or two. The 
amount of ametropia may be very mod- 
erate and yet important. Take the case 
of a schoolboy of twelve years, who, 
having obtained two years 
earlier on account of blepharitis and 
photophobia, has lately complained that 
he cannot go for an automobile ride 
without becoming nauseated and even 
vomiting; and who also states that he 


glasses. 


glasses 


feels better with his eyes closed. His 
previous glasses were right +0.12 


sphere +0.50 cylinder axis 10 degrees, 
left sphere +0.50 cylinder 
axis 175 degrees, and until recently 
these were worn constantly with com- 
fort. Under cycloplegia he accepts at 
the five-meter range right +0.12 +0.62 
cylinder axis 10 degrees, left plus 0.12 
sphere plus 0.62 cylinder axis 175 de- 
grees; and he is given for constant use 
(after deducting 0.25 sphere to allow 
for the range at which the test was 
made) right —0.12 sphere +0.62 cylin- 
der axis 10 degrees, left —O.12 sphere 
+0.62 cylinder axis 175 degrees. Three 
weeks later his mother reports that the 
boy was entirely relieved by his new 
glasses, and that he has done a lot of 
automobile riding without inconveni- 
ence. The patient is a tall, rather well 
built boy of pale complexion, a keen 
student, and rather moderately inter- 
ested in outdoor sports. 


EDITORIALS 


This 1s a somewhat extreme example, 
in a delicate, rapidly growing boy who 
is apparently tending from hyperopia 
toward myopia, by way of mixed as- 
tigmatism. In this case it would have 
been easy to declare at the preliminary 
examination (which did not differ ma- 
terially from that under cycloplegia) 
that the change of refraction was not 
enough to account for the symptoms, 
Yet, as the outcome clearly demon- 
strated, such a statement would have 
been hasty and erroneous. In_ child- 
hood the question of prescribing glasses 
must often be considered with just as 
much deliberation and just as careful 
technique, as well as with just as much 
willingness to give the patient the bene- 
fit of the doubt by prescribing the 
proper correction, as in the adult. 


I”. H. Crisp. 


THE AMERICAN BOARD FOR 
OPHTHALMIC EXAMI- 
NATIONS 
The American Board for Ophthalmic 
Examinations has been in operation for 
fourteen years, and during that time 
has issued certificates to nearly nine 
hundred ophthalmologists. Such cer- 
tification, together with the incidental 
examinations, is playing an important 
part in the development of ophthal- 
mology in this country, but it is only 
one part of the work originally con- 
templated for the Board. A more far- 
reaching function will be the definite 
standardization of ophthalmic teaching. 
Much preliminary work is necessary 
before effective steps can be taken in 
this direction, and the corrective in- 
fluences of time and even of what may 
be termed experimentation will be 
called into play before adequate proces- 

ses are developed. 

Excellent groundwork for advance 
was laid by the very comprehensive re- 
port on the teaching of ophthalmology 
presented to the International Congress 
of Ophthalmology at Aristerdam last 
year; and recent action by the Ameri- 
can Board for Ophthalmic Examina- 
tions indicates that it is prepared to 
study this new field of activity. The 
Board has lately decided not to admit 


J 
all 


any candidate to examination until he 
has completed three years of prepara- 
tion in ophthalmology, including formal 
course of study, interneship, and time 
spent as assistant or in independent 
private pr actice. 

It is obviously difficult for the Board 
to take the initiative in investigating the 
various courses of instruction in oph- 
thalmology given at different institu- 
tions, but it is anticipated that such in- 
stitutions will invite this survey, at 
least to the extent of submitting all 
necessary information and asking for a 
report and classification. 

Much will be gained if those who 
wish to study ophthalmology can be 
furnished with collective information as 
to the courses of instruction which are 
available, and if they can be advised 
exactly what is regarded as adequate 
preparation for practice in this special 
field of medicine and surgery. 


E. C. Ellett. 


TRANSIENT MYOPIA AND THE 
MECHANISM OF ACCOMMO- 
DATION 


Helmholtz’ theory of accommodaton 
has been recently challenged as to its 
consistency with the origin of transient 
myopia in diabetes, in arsenobenzol in- 
toxication, following ocular trauma, 
and in asthenia. 

In a lengthy article on this subject, 

Hudelo (Archives d’Ophtalmologie, 
1930, volume 2, pages 20-95) suggests 
that the assumption of a ciliary spasm 
in transient myopia is not justifiable 
for the following reasons: (1) Transient 
myopia is not affected by the use of 
atropin. (2) It is not accompanied by 
the frontal headaches which are char- 
acteristic of ciliary spasm. (3) Dia- 
betes, arsenobenzol poisoning, trauma- 
tism, and asthenia are generally causes 
of paralytic and not of spastic condi- 
tions. But, according to the classical 
theory of accommodation, paresis of the 
ciliary muscle should result in an effect 
similar to presbyopia and not in a 
myopic change. 

Hudelo believes that in human eyes 
accommodation is a dual process con- 
trolled by the antagonistic action of 
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the circular and anteroposterior por- 
tions of the ciliary muscle. According 
to this hypothesis, a contraction of the 
circular fibers of the ciliary muscle is 
responsible for near accommodation, 
while distance accommodation is ac- 
complished through a contraction of 
Briicke’s muscle. Hence, toxic or trau- 
matic paralysis of the latter muscle wil! 
result in temporary “spasm of<accom- 
modation” or transient myopia. 

Hudelo quite fails to mention that 
it was the physiologist Nicati who first 
(Physiologie oculaire, Paris, 1909) ap- 
plied this theory of the dual mechanism 
of accommodation to the pathogenesis 
of temporary myopia. Neither does 
Hudelo make any reference to the work 
of Sedan, who expressed similar views 
in 1922 (Marseille Médicale, 1922, vol- 
ume 18, pages 871-874). 

M. Beigelman. 


BOOK NOTICES 


Refraction of the human eye and meth- 
ods of estimating the refraction, in- 
cluding a section on the fitting of 
spectacles and eyeglasses. 
James Thorington. Second  edi- 
tion, revised, octavo, 406 pages, 322 
illustrations, 28 colored. Cloth, 
$2.00. 1930, P. Blakiston’s Son and 
Company, Philadelphia. 

In spite of some imperfections (and 
what book has none?) this volume must 
be regarded as one of the most im- 
portant modern textbooks on refrac- 
tion in the English language. After 
several large reprintings of the first 
edition, which was originally published 
many years ago, the second edition is 
sure of a wide circulation. It is neatly 
and durably bound, and of convenient 
size for frequent reference. The print 
is clear, the illustrations abundant and 
for the most part very well applied to 
their respective purposes. The descrip- 
tions of principle or technique are not 
always perfectly comprehensible 
themselves, but will usually be grasped 
by one who studies carefully the ac- 
companying illustrations. Revised 
forms of earlier apparatus are illus- 
trated and described, as in the case of 
the ophthalmemeter, the luminous 
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ophthalmoscope, the trial frame, and 
certain recent tests. A concession is 
made to the noisy claims of a group 
of lecturing quacks, by a detailed de- 
scription of the so-called “ocular gym- 
nastics”, “ocular calisthenics”, or “ocu- 
lar daily dozen”. ‘These maneuvers, 
frequently assumed to avoid the mani- 
festations of asthenopia and the need 
for glasses, probably serve chiefly the 
purpose of diverting the patient's at- 
tention from his real or fancied ocular 
discomfort and from the desirability of 
having his refraction determined in an 
expert and painstaking manner. Their 
serious recommendation in a textbook 
on refraction probably depends upon 
the fact that if a fool shouts long and 
loudly enough there will be some who 
think him wise. 

Although this second edition claims 
to contain the newest methods of pro- 
cedure, it is distressing to find that the 
author pays altogether inadequate at- 
tention to Jackson’s cross cylinder test 
for the strength of the astigmatic error, 
and no attention whatever to the use 
of the cross cylinder in testing for the 
astigmatic axis; although these tests 
have been given detailed description in 
the periodical literature, and although 
those ophthalmic physicians who have 
thoroughly learned to use the axis test 
with the cross cylinder are universally 
of the opinion that it effects great 
economy of time in refraction work, 
and that it produces results more pre- 
cise and more reliable than those ob- 
tained by any other method. The 
strength test with the cross cylinder 
is dismissed in a paragraph whose chief 
result is to suggest that the author does 
not understand the technique involved ; 
while the more important axis test is 
not even mentioned. This is a serious 
oversight in such a volume. 

W. H. Crisp. 
Stereoskopischer Atlas der dusseren 
Erkrankungen des Auges, nach 
farbigen Photographien (Stereo- 
scopic atlas of external diseases of 
the eye, from colored photo- 
graphs). By Karl Wessely, profes- 
sor in Munich. Section 2, plates 
11 to 20. In cardboard case, price 
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12 marks. Published by J. F. 
mann, Munich, 1930. 


serg- 


This is the second of the projected 
series of six sets of stereophotographs 
in color of diseases of the external eye. 
(see American Journal of Ophthalmol- 
ogy, April, 1930). In this set of ten 
pictures are the following: 

11. Mottled iris. Mild 
blepharitis. 

12. Phlyctenular conjunctivitis. 

13. Epibulbar dermoid. 

14. Anterior scleral staphyloma. 

15. Fistula of tear sac. 

16. Uleus serpens. 

17. Ulcus serpens after cauterization 
with steam. 

18. Splinter of iron in the iris. 

19. Facial lupus with cicatricial ec- 
tropion. 

20. Dislocation of the globe. 

Particularly good are those illustra- 
tions dealing with the grosser lesions 
in which color and stereoscopic vision 
play such an important role in the rec- 
ognition of disease. But here, as in the 
preceding set, the grain of the paper 
interferes somewhat with detail where 
minute lesions have to be recognized. 
Notwithstanding this minor defect, the 
series bids fair to play an important 
part in academic teaching, and repre- 
sents a most commendable and pains- 
taking effort. Harry S. Gradle. 
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Saggi di Oftalmologia (Ophthalmo- 
logic essays). From the Clinica 
Oculistica in Rome, directed by 
Professor Q. Di Marzio. Fifth 
volume, 1929. Large octavo, paper 
covers, 653 pages, illustrated, price 
not stated. Rome, Tipografia Po- 
liglotta “C. di M.”, 1930. 

The twenty-nine scientific papers 
here published furnish in themselves an 
extremely creditable record of work ac- 
complished in an Italian public institu- 
tion. The individual papers will be ab- 
stracted in the American Journal of 
Ophthalmology. They cover a variety 
of subjects, from a discussion of the re- 
sults obtained by radiotherapy in eye 
diseases, written by the director of the 
clinic, Di Marzio, with the aid of Sal- 
vatori, to Baumgart’s essay on the bac- 


on 


teriologic condition of the conjunctiva 
in dacryocystitis before and after op- 
eration. The volume closes with a sta- 
tistical record of the work of the Clinica 
Oculistica of Rome for the scholastic 
year 1928-1929. The clinic apparently 
welcomes graduate students on a fel- 
lowship basis, as four such students are 
mentioned with the titles of their 
theses. The clinic performed 857 opera- 
tions during the year, these operations 
being distributed among the various 
assistants (sixteen in number) so that 
each one will obtain a sufficient opera- 
tive experience. Trachoma is treated 
in a separate department of the clinic. 


H. Crisp. 


Diseases of the Eye. By Charles H. 
May. Thirteenth edition, revised. 
444 pages, 374 illustrations, includ- 
ing 23 plates, with 73 colored 
figures. Cloth, price $4.00. Wil- 
liam Wood and Company, New 
York. 

The thirteenth edition of this well 
known and excellent manual of diseases 
of the eye has been thoroughly revised 
and brought up to date by the author. 
A number of additions have been made, 
including six pages on the slit-lamp and 
corneal microscope. The manual con- 
tinues to fulfill its original purpose of 
presenting to.the student and general 


‘practitioner in concise form the funda- 


mentals of ophthalmology. 
Phillips Thygeson. 


United Fruit Company, Medical De- 
partment, eighteenth annual re- 
port, 1929. Card covers, 451 pages, 
illustrated. General offices of the 
company, Boston. 

This volume is naturally in the main 

a group of miscellaneous reports of ac- 

tivities in the department of tropical 

medicine. It contains a statistical ac- 
count of the diseases of the eye en- 
countered in Honduras, while the other 
papers possessing some interest for the 

ophthalmologist include a report of a 

case of gonorrheal conjunctivitis, in 
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which the author, L. R. Fletcher, con- 
cludes that ice cold irrigations have 
given more rapid results in the treat- 
ment of this condition than those ob- 
tained with any other method; and a 
report on some cases of night-blindness 
in railway section laborers who had 
been living on an improperly restricted 
diet, and whose condition improved 
rapidly under large doses of cod liver 
oil and plenty of fresh milk. A promi- 
nent place is occupied by discussion of 
recent methods of treating malaria, a 
topic of some interest in view of the 
recent application of artificially pro- 
duced malaria to the treatment of 
neurosyphilis. WV. H. Crisp. 
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A school device for preventing myopia 

To the editor: 

Though stooping over or reading 
close is admitted as a potent cause of 
myopia, so that schools have adopted 
the “hygienic” combined table (slop- 
ing) and chair (with straight back), yet 
I have not heard of any direct device to 
avoid excessive approximation of the 
pupil to work. With this view, | have 
devised a chin-bar, consisting of a hori- 
zontal strip of multiple-ply wood, the 
ends of which pass lengthwise through 
holes (at different heights to. suit 
children of different ages and heights) 
in two more or less vertical strips fixed 
at an angle to the sides of the sloping 
desk by a bolt and nut. This “chin 
bar” is tightened in a position such that 
the chin rests lightly on it and cannot 
come down closer then 30 or 35 cm. 
from the desk. It prevents the child 
from resting his head directly on the 
desk, or looking from underneath the 
chin bar at his books at close range. 
It is a very simple device which can be 
fitted to the existing class room desks at 
a very low cost, amounting here to four 
per rupee (about one dollar per dozen). 
Since its use (about a year), I have ob- 
served in a few cases under me (includ- 
ing my younger sister) the apparent 
arrest of the rapidly increasing myopia. 


Calcutta, India B. K. Wadia. 
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ABSTRACT DEPARTMENT 


Abstracts are classified under the divisions listed below, which broadly correspond to 
those formerly used in the Ophthalmic Year Book. 


It must be remembered that any 


given paper may belong to several divisions of ophthalmology, although here it is only men- 


tioned in one. 
Journal. 


Not all of the headings will necessarily be found in any one issue of the 


CLASSIFICATION 


General methods of diagnosis 
Therapeutics and operations 
Physiologic optics, refraction, and color 
vision 

Ocular movements 

Conjunctiva 

Cornea and sclera 

Uveal tract, sympathetic disease, and 
aqueous humor 

Glaucoma and ocular tension 


9. Crystalline lens 

10. Retina and vitreous 

11. Optic nerve and toxic amblyopias 

12. Visual tracts and centers 

13. Eyeball and orbit 

14. Eyelids and lacrimal apparatus 

15. Tumors 

16. Injuries 

17. Systemic diseases and parasites 

18. Hygiene, sociology, education and his- 
tory 


1. GENERAL METHODS OF DIAG- 
NOSIS 

Hughes, W. L. Stereoscopic photog- 
raphy as applied to the eye. Arch. of 
Ophth., 1930, v. 3, May, pp. 583-587. 

In this paper the author recommends 
the use of stereoscopic photographs of 
the eye for clinical records and de- 
scribes a very ingenious range finder 
acting through a 1.5 mm. opening in 
the main shutter, screened by a small 
green filter. The apparatus is so ar- 
ranged that the filter is thrown to one 
side at the instant of exposure, again 
taking its place at the end of exposure. 
The author prefers the Driiner camera, 
as the picture is made under oblique il- 
lumination with this instrument. 


M. H. Post. 


Zamenhof, A. _ Intrinsic fundus 
shadows. Ann. d’Ocul., 1930, v. 167, 
April, pp. 285-301. 

Three means of observing relief 
exist: parallax, binocular vision, and 
the shadows cast by oblique light rays. 
In this article the possibilities of 
fundus diagnosis by shadows are con- 
sidered. Illumination must be from a 
source other than direct. Such gross 
phenomena as shadows from interior 
opacities and strands in the vitreous 
are first considered. Then the author 
describes the more difficult task of ob- 
serving shadows of slightly elevated 
vessels and the exudate just anterior to 


the retina. (Eight observations and 
six stereoscopic pictures.) 
Lawrence T. Post. 
2. THERAPEUTICS AND 
OPERATIONS 

Bernea and Segaller-Miron. Practi- 
cal conclusions on the technique of 
asepsis and antisepsis in eye operations. 
Ann. d’Ocul., 1930, v. 167, April, pp. 
315-318. 

In the absence of conjunctivitis or 
disease of the tear passage the eye 
should be considered aseptic, and all 
attention before operation should be 
given to cleansing of the lids and 
sterilization of instruments. 

Experiments of Rydley and Fred- , 
erick suggest that the asepsis of the 
conjunctival sac is probably due to an 


enzyme contained in the tears. The 
usual preoperative irrigations cause 


epiphora thus diluting the tears and 
lessening their antiseptic action. Atro- 
pine is of value, because, in paralizing 
the sympathetic, it produces a diminu- 
tion in the quantity of tears and an in- 
creased concentration of the enzyme. 
Lawrence T. Post. 


Campos,  Edilberto. Temporary 
paralysis of the facial nerve for intra- 
ocular operations. Annaes de Ocul. do 
Rio de Janeiro, 1929, v. 1, Oct., pp. 17- 
18. 

Since 1927 the author has used this 
method in all intraocular operations, 
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with great satisfaction. The technique 
consists of an injection of 0.5 to 2 c.c. 
of novocain-adrenalin solution (Ter- 
rien) in the region of the facial nerve at 
the point where it emerges from the 
stylomastoid foramen. The author 
never has had any permanent ill effects 
from these injections. The paralysis 
usually clears up within an hour or so 
and rarely lasts over one and a half 
hours. Hugo Lucie. 


Fox, L. W. Causes of failure in 
ophthalmic operations. Arch. of Ophth., 
1930, v. 5, June, pp. 695-703. 

The various causes of failure cited by 
the author include endogenous and 
exogenous infections; in cataract ex- 
traction too small a corneal section, 
retained lens cortex, and excessive loss 
of vitreous; in glaucoma placing of the 
incision or the trephine opening too far 


forward. M. H. Post. 


Guist, Gustav. A speculum for intra- 
ocular operations. Zeit. f. Augenh., 
1930, v. 70, March, p. 392. 

Arruga has modified Olah’s specu- 
lum by adding a spur to which a bridle 
suture can be attached. Guist has so 
modified this instrument that it can be 
used for either eye. In the old form 
it was different for each eye. 


F. H. Haessler. 


Krasso, Ilona. Experimental and 
histological studies on the effect of a 
single radiation with Bucky’s border 
rays (Grenzstrahlen) on the eye of the 
normal rabbit. Zeit. f. Augenh., 1930, 
v. 70, Feb., p. 237. 

Bucky’s border rays are_ electro- 
magnetic oscillations of about two 
Angstrom units. Ejighty-eight per- 
cent of their energy is absorbed by 
the skin at a depth of three milli- 
meters, while only ten percent Roent- 
gen-ray energy is absorbed under the 
same conditions. In sufficient dosage, 


necrosis of the superficial one-third of 
the substantia propria of the cornea 
occurred, which is a necrobiosis and is 
followed by complete restitution. The 
harmful dose of Roentgen rays is very 
much 


smaller and yet produces a 
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necrosis which results in ulceration, 
which may be complicated by iritis. 
The effect is not dependent only on the 


quantity of energy absorbed. 
F. Haessler. 


Krasso, I. The treatment of afflic- 
tions of the anterior segment with 
Bucky’s border rays. Zeit. f. Augenh., 
1930, v. 71, April, p. 1. : 

The treatment was successful in ra- 
diation of eyes afflicted with herpes 
cornez, recurrent corneal erosion, 
vesicular keratitis, keratitis filamentosa, 
keratitis dendritica, keratitis punctata 
superficialis, acne rosacea, infected ero- 
sion, superficial infiltrates, ulcers, epi- 
scleritis, and scleritis. With a modifica- 
tion of technique, the author believes 
that she might have attained permanent 
cures in cases where improvement had 
been only temporary. The therapeutic 
results are as good in each case as one 
usually sees in treatment with ultra- 
violet, radium, or roentgen rays. The 
advantages are brief time of radiation; 
painlessness and safety of the treat- 
ment; a shortening of the course of the 
disease, the possibility of repetition of 
treatment, because the effect is not 
cumulative; and simplicity and accur- 
acy of dosage with an inexpensive ap- 
paratus, F. H. Haessler. 


Meller, J. The treatment of de- 
tached retina by means of ignipuncture. 
Zeit. f. Augenh., 1930, v. 70, Feb., p. 
207. 

Since 1925 Meller has operated forty- 
one eyes in thirty-nine patients by 
means of ignipuncture with permanent 
cure in twelve percent of the eyes. 
The cured cases are reported in de- 
tail. He punctures the sclera di- 
rectly with a hot cautery and with- 
draws it instantly. This method leaves 
only a small white circular scar, less 
than one disc diameter wide, as com- 
pared with the very large protuberant 
scar of the more protracted cauteriza- 
tion. With the instantaneous method it 
is almost impossible to include the edge 
of the retinal tear in the cauterization. 
Serious intraocular hemorrhage is a 
possible complication of the operation, 
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and Meller is unable to say whether it 
is greater with his lightning-like punc 
ture than with more deliberate cauteri- 
zation as practiced by Lindner. 


F. H. Haessler. 


Yatren. Klin 


Meyer-Waldeck,  F. 
84, May, pp. 


M. f. Augenh., 1930, v. 
703-704. 

A four percent solution of yatren 1s 
recommended as an_ efficient disin- 
fectant of the whole corneo-conjunc- 
tival sac. Even in epithelial defects, 
eczematous affections, and ulcers of the 
cornea, it is without deleterious influ- 
ences such as have been observed after 
the application of rivanol. The burn- 
ing sometimes complained of may be 
prevented by a two percent cocain so- 
lution to which 0.35 percent phenol is 
added to increase its anesthetic action. 

C. Zimmermann. 


Salvati, G. A new proceeding for 
the correction of cicatrical entropion. 
Ann. d’Ocul., 1930, v. 167, April, pp. 
311-314. 

The operation is described, but un- 
fortunately the four illustrative photo- 
graphs are too indistinct to be of any 
value. Lawrence T. Post. 


Subileau, J. M. Hemoaspiration and 
trepanning with the aid of an electric 
burr in the practice of dacryocysto- 
rhinostomy. Ann. d‘Ocul., 1930, v. 167, 
April, pp. 301-306. 

The difficulties of the operation of 
Dupuy-Dutemps and Bourguet are 
hemostasis, and the long duration of 
the procedure. The electric instrument 
for sucking out the blood, and the 
dental burr for cutting the bony win- 
dow, solve these difficulties. The in- 
strument is described in detail and is 
illustrated. Lawrence T. Post. 


3. PHYSIOLOGIC OPTICS, REFRAC- 
TION AND COLOR VISION 
Fischer, V. B. Eye contour a visual 
factor. Arch. of Ophth., 1930, v. 3, 
no. 4, April, pp. 413-418. 
The eye is inferior to many optical 
instruments in the matter of color 
aberration. Lenses can be made with 
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one convex clement of crowned glass 
more convergent for blue than red, and 
a concave element of flint glass, more 
divergent for blue than red. Thus, by 
the use of the proper component of 
each, their dispersive power can be 
neutralized. But the constant chang- 
ing of the refractive power of the hu- 
man lens makes any such arrangement 
impossible. This defect is somewhat 
overcome by perception and by the 
limitation of sensitivity to color to a 
small portion of the retina. 

The hollow contour of the retina in- 
creases the visual angle, permitting 
ready discernment of movement well 
outside the line of vision. The high 
curvature of the cornea increases the 
light gathering power of the eye, fur- 
ther increased by the especially great 
amount of curvature of the central por- 
tion. Thus we see the eye is peculiarly 
adapted to collect light coming to it 
from wide angles. Were the retina 
flat, it would need to be out of all pro- 
portion in order to intercept all rays 
entering the eye, and the diffusion 
circles at the periphery would be im- 
mensely greater. The spherical shape 
of the eye permits it to move easily in 
all directions, so that the fovea may be 
brought with facility into proper re- 
lation with all objects in the visual 


field. M. H. Post. 


Freeman, Ellis. The extent of the 
field of vision in lens micropsia. Arch. 
of Ophth., 1930, v. 3, March, pp. 331- 
334. 

Micropsia apparently results in a 
reduction of the size of objects. It can 
be produced by any means which inter- 


tere with the normal relation bpe- 
tween convergence and accommoda- 
tion. Minus lenses accomplish this 


most easily. The reduction in size 
cannot be due to reduction in the size 
ot the retinal image, which has been 
shown to be only one-thirtieth with 
minus three diopter lenses. It must 
be due to the apparent nearness of the 
object without corresponding increase 
in size. It is also well recognized that 


chromatic saturation is increased and 
that there is a heightened distinctness 


Tq 


of detail. But that the field of vision 
is changed is disproved by the author’s 
experiments. He mapped the field of 
vision both with and without the re- 
ducing lens and found practically no 
change either with 5 by 5 mm. black 
squares on a white ground with similar 
white spaces between them or by an 
L-shaped test object capable of rota- 
tion on its axis, the observer being re- 
quired to state its position when first 
appearing in the field of vision. An 
objective measure of micropsia may be 
sought in color and intensity equations. 


M. H. Post. 


Jackson, and O’Rourke, 
D. H. Practical accuracy and conveni- 
ence in trial lenses. Jour. Amer. Med. 
Assoc., 1930, v. 94, Jan. 11, pp. 81-86. 

The authors hold that the sale of 
lenses under copyrighted names which 
are made with curves that have never 
been published, and must be tested by 
special instruments put out by the 
manufacturers, is becoming a nuisance 
and a menace. The accuracy needed 
for laboratory investigation is_ far 
different from that needed in the con- 
sulting room. However, the biconvex 
and biconcave, the worst possible form 
of trial lenses, are still most commonly 
used for spherical lenses. The menis- 
cus form is admittedly the best form, 
but for a trial case a complete set of 
meniscus lenses is not practical. There- 
fore, for practical accuracy, a set of 
plano trial lenses is offered and recom- 
mended. Detailed specifications for 
such a set are given. These lenses can 
be used with a light steel wire frame, 
which has no scale indicating the direc- 
tion of the cylinder axis. This is to be 
read from a large protractor, with a 
scale four inches in diameter, which 
also makes for accuracy. The effective 
and convenient manner in which 
several lenses may be combined in this 
type of frame is illustrated. The ad- 
vantage of using supplementary lenses 
for instantaneous changes is pointed 
out and emphasized. 

Lens strength should be measured 
from the anterior surfaces. There is 
no need to correct lenses “clear to the 
very edge”, as the observations of 
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Fischer show that the head is moved 
as soon as the eye rotates twelve de- 
grees in any direction. It is pointed 
out and illustrated by a figure that even 
with a 14 D. convex lens, placed 
obliquely twenty degrees and more, 
practical accuracy of focal correction 
and vision can be obtained with a plano 
lens, equal to that claimed for the 
highly specialized and copyrighted 
lens. No perfectly accurate trial lens, 
wholly to avoid the effects of looking 
through it obliquely, is possible. The 
nearest approach to accuracy can be 
made only by calculations based on a 
certain strength of sphere and cylinder 
required, a certain distance of the ob- 
ject looked at before the eye, the posi- 
tion of the center of rotation in the eye, 
and the distance of the lens in front of 
the eye. A certain lens, calculated for 
vision at one distance, cannot be best 
for another distance, and no possible 
trial set of such lenses would exactly 
suit the two eves of the same patient. 
Plano lenses meet all the requirements 
of practical accuracy. 
George H. Stine. 


Lagrange, H. Retinal adaptation. 
Ann. d’Ocul., 1930, v. 167, May, pp. 
406-426. 

This is a general discussion of the 
mechanism and adaptation of the retina 
to light, color, ete., beginning with an 
historical sketch of the development of 
the ideas about it. Each important con- 
tribution is related and to a certain 
extent considered. The subject is tech 
nical and the article does not lend itself 
to abstracting, for it is already a con- 
cise abstract of the work of many in 
dividuals. The original should be read 
by those interested. 

Lawrence T. Post. 


Lewitsky, M. On the technique of 
measuring the near point of accommo- 
dation. Zeit. f. Augenh., 1930, v. 71, 
May, p. 152. 

The author has constructed a piece 
of apparatus which consists of a milli- 
meter rule mounted horizontally on a 
stand. On the rule a slider is mounted 
which holds the objects of fixation. A 
second sliding rule, with a pair. of 
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wires mounted on a frame, allows one 
to measure the distance between the 
corneal apex and the zero point uf the 
apparatus. The apparatus is so ad- 
justed that the two wires and the apex 
of the cornea lie in the same plane. 


F. H. Haessler. 


Pillat, Arnold. Similarities in the 
eyes of single ovum twins and “mirror 
image symmetry” of certain character- 
istics. Zeit. f. Augenh., 1930, v. 71, 
April, p. 35. 

In a pair of single-ovum twins Pillat 
observed a great many characteristics 
of eyebrow, lid, epicanthal fold, and 
tear duct that were similar, as well as 
astigmatism which was of equal magni- 
tude and axis in the same eye of each 
individual. Both had internal strabis- 
mus and the eyes of one were the mir- 
ror image of the other, in that one in- 
dividual fixed with the right eye and 
one with the left, and in each individual 
the deviating eye was more myopic 
than its fellow, was amblyopic, had a 
larger cornea with a_ corresponding 
radius of curvature and corneal refrac- 
tion, and had a conus down and 


temporally. F. H. Haessler. 


4, OCULAR MOVEMENTS 


Adler, F. H. Reciprocal innervation 
of the extraocular muscles. Arch. of 
Ophth., 1930, v. 3, March, pp. 318-324. 

That the law of reciprocal innerva- 
tion holds good for the extraocular 
muscles was proved by Sherrington 
when he produced adduction of the 
right eye of a monkey, after the third 
and fourth nerves had been destroyed, 
by stimulation of that portion of the 
cerebral cortex known to produce con- 
jugate deviation of the two eyes to the 
left. The inward rotation could only 
be due to reciprocal diminution of tone 
of the still active external rectus. But 
the value of this experiment has been 
questioned because of the abnormal 
condition following section of the third 
and fourth nerves. De Kleijn made 
graphs showing reciprocal innervation 
during artificially produced nystagmus 
by connecting the external and internal 
recti directly to recording levers. 
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The author presents two cases giy- 
ing clinical evidence in support of the 
law of reciprocal innervation as applied 
to the muscles of the eye. In the first 
case there was complete paralysis of 
the third nerve and probably the fourth, 
yet when the right eye was turned out- 
ward there was slight inward rotation 
of the left, and vice versa. In order 
to insure complete paralysis of the 
interni, one c.c. of a two percent pro- 
caine hydrochloride solution was in- 
jected along the right internal rectus 
muscle. The result was the same. 
The second case presented similar 
phenomena in the left eye. The right 
was normal. No injection of procaine 
was made. This reaction was more 
marked in the second case, which was 
seen much sooner after the onset of 
paralysis than the first one, and in 
which, therefore, secondary contraction 
of the antagonist had not yet taken 
place. M. H. Post. 


Castresana, Baldomero. Surgical 
treatment of convergent concomitant 


strabismus. Rev. Cubana de Oft. y 
Oto-Rino-Larin., 1930, v. 2, no. 3, 
March, p. 188. 

The first essential is to decide 


whether we are dealing with a true 
strabismus or not. Usually the visual 
line does not coincide with the center 
of the cornea, but, passing to its inner 
side, subtends an angle arbitrarily 
called “alpha”. Variations in the ampli- 
tude of this angle can closely simulate 
actual strabismus. The fixing power 
of each eye must, therefore, be tested 
separately ; if upon removing the screen 
there is a perceptible movement of the 
eye back into its line of sight, actual 
strabismus is assured. 

The concomitant deviations appear 
early in life, and without diplopia. 
Either eye can deviate to a uniform 
degree and is then dropped from con- 
sciousness. The paralytic type of 
strabismus is usually of recent de- 
velopment, and its appearance is ac- 
companied by diplopia, vertigo, etc., 
and its deviating angle varies as the 
eye moves into or away from the field 
of action of the involved muscle. In 
old paralyses there may be contractures 
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of the antagonistic muscles which 
maintain the deviating angles approxi- 
mately the same. Inasmuch as the 
diplopia is here disregarded, its diagno- 
sis is at times difficult. 

Before deciding upon surgical inter- 
vention, attempts should be made to 
reeducate the deviating eye, after ac- 
curate correction of its ametropia. The 
cases not likely to receive aid from the 
various orthoptic exercises are: (1) 
those less than six years of age, or 
more than twenty-eight; (2) those 
showing more than forty degrees of 
convergence, or any divergence; (3) 
those having less than 0.2 visual acuity 
in the deviated eye; (4) those with a 
false macula; (5) those with paralysis 
or tendinous retraction; (6) those in- 
capable of ocular correction; (7) those 
who do not have the time to devote 
to the necessary exercises; and (8) 
those who either from unwillingness or 
mental torpidity refuse to cooperate. 

The author's technique is described 
with a series of illustrations. He first 
weakens the antagonist by partial sec- 
tion, then advances the defective 
muscle to the limbus with three silk 
sutures, leaving the ends long. These 
ends are then fastened to the face by 
means of adhesive. A. G. Wilde. 


Falta, M. A physiological relation 
between the centers for convergence 
and lateral deviation of the eyes. Zeit. 
f. Augenh., 1930, v. 71, May, p. 160. 

In binocular fixation convergence is 
stimulated only by similar images on 
both retine. If one covers one eye, the 
center ceases to function. It is this 
fact that explains the deviation of the 
covered eye in the familiar screen test, 
the deviation not being due to the usu- 
ally assumed defect in muscle balance. 
When convergence is in abeyance the 
covered eye deviates outward conju- 
gately with the fixing eye which is 
deviating nasally. The alternation of 
the functioning of the centers for con- 
vergence and for conjugate motion is 
easily induced. F. H. Haessler. 


Schurr, C. G. Compression of the 
head, causing temporary sixth nerve 
paralysis. Brit. Jour. Ophth., 1930, v. 
14, May, p. 231. 
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A child, aged four years, whose head 
was caught in the trellis-work of a lift, 
developed a swollen face and a con- 
vergent left eye. The reporter ob- 
served the child two weeks after the 
accident. At that time there was a com- 
plete internal rotation of the left eye- 
ball; no other pathology. The eyeball 
could be rotated barely to the middle 
line. Under gradual exercise, in time 
the child could rotate the ball to the 
external canthus. The eyeball per- 
sisted in converging, however, which 
was probably due to stretching of the 
left external rectus. The author be- 
lieves that the correct treatment would 
have been to fix the eye with a suture 
in full outward rotation to prevent 
stretching, had the patient been ob- 
served as soon as paralysis was dis- 
covered. D. F. Harbridge. 


Vannas, Mauno. Fixation suture in 
advancement. Klin. M. f. Augenh., 
1930, v. 84, May, pp. 691-697. 

The thread for fixation is placed, like 
the bridle suture in cataract extraction, 
under the antagonist of the muscle to 
be advanced, and is tied in the middle 
part of a brace, consisting of a spatula 
which is fastened vertically in front of 
the eye on the forehead, cheek, and nose 
by adhesive plaster. It proved very 
successful in ten cases. 

C. Zimmermann. 


5. CONJUNCTIVA 
Cowan, Alfred. Subconjunctival in- 
jections of Pregl’s solution in gonor- 
rheal ophthalmia. Arch. of Ophth., 

1930, v. 3, March, pp. 325-330. 
Gonorrheal arthritis has been treated 
in the Philadelphia General Hospital 
since 1925 by the injection of Pregl’s 
solution, with excellent results. This 
work suggested the use of subconjunc- 
tival injections of Pregl’s solution in 
gonorrheal conjunctivitis. The pro- 
cedure was to flush the eye with boric 
acid, then to instill one percent holo- 
cain hydrochloride, and finally to inject 
fifteen minims of Pregl’s_ solution 
under the conjunctiva at its most ede- 
matous point. This treatment was re- 
peated daily until negative cultures had 
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been obtained from the laboratory on 
three successive days. At the same 
time cold compresses were used for ten 
minutes every hour, except in the 
presence of corneal ulcers. A 1/10,000 
solution of sodium oxymercury ortho- 
nitrophenolate was dropped in the eye 
as often as necessary to check the se- 
cretion. Atropine sulphate, one per- 
cent, was used to maintain mydriasis. 
And one percent solution of silver ni- 
trate was applied daily to the everted 
lids. When sent home the patient was 
given zinc sulphate one-fourth percent. 
Six cases are reported which cleared 
up in an average of 6.5 days. Thirteen 
days was the longest, three the 
shortest. Useful vision was retained 
in all but one eye. M. H. Post. 


Nicolich, Merida. Maritime theory 
of trachoma, and its fundamental etio- 
logical facts. Arch. de Oft. de Buenos 
Aires, 1930, v. 5, no. 2, Feb., p. 53. 

The author, having noted certain 
peculiarities in the distribution of tra- 
choma in the district near Malaga, 
Spain, has constructed a map of the 
world, showing those portions where 
the disease is most prevalent. Tra- 
choma is shown to involve especially 
the shores of all continents, and the 
adjacent low plains connected there- 
with, 

Nicolich believes there are two 
methods for diffusion of the disease: 
first, by direct transfer of the infecting 
agent in the discharges from one per- 
son to another, and second, by indirect 
channels. On account of the high in- 
cidence among fishermen, or those 
connected with that industry, he be- 
lieves the infecting agent has some 
connection with the sea, and suggests 
the possibility of an extrahuman cycle 
of development in fish. A. G. Wilde. 


6. CORNEA AND SCLERA 


Fuchs, Ernst. Localization of patho- 
logical changes in the cornea. Arch. 
of Ophth., 1930, v. 3, no. 5, May, pp. 
588-598. 

Localization, or the predilection of 
endogenous infections for certain 
structures in the cornea, is frequently 


not understood. To study this ques- 
tion, the author has suggested that 
localization may be distinguished ac- 
cording to depth in the cornea, surface 
location, and histological structure in- 
volved. In the development of this 
subject, the author goes into detail con- 
cerning the various conditions found. 
He first discusses the embryological de- 
velopment of the cornea and the bear- 
ing of its growth upon its diseases, 

Under chemism, he considers such 
conditions as argyrosis and gold stain- 
ing, noting the affinity of the different 
tissues for different stains. Here he 
also touches on the deposit of lime salts 
forming the calcareous film known as 
arcus senilis. Also, anaphylaxis of the 
cornea is ascribed to chemical change 
in the corneal tissues. The chemism of 
the cornea is most active in the epithe- 
lium. It absorbs water, but does not 
give it up on pressure. Distilled water 
injected into the anterior chamber re- 
sults in desquamation of the endothe- 
lium, sometimes with permanent 
opacity. Isotonic salt solutions occa- 
sionally produce similar results in irri- 
gation of the anterior chamber 
following cataract operation, because of 
which the author has abandoned their 
use entirely. The cornea has no def- 
nite lymph streams, but the cool tem- 
perature of the external layers results 
in a flow of fluids from the inside out. 
The greatest nutritional influences arise 
at the limbus from the blood supply lo- 
cated there. 

Mechanical disturbances are de- 
pendent upon the structure and the lo- 
cation in the cornea. Here the influence 
of fluids and intraocular tension are 
taken into consideration. The nerves 
of the cornea lie in the superficial layers 
and their pathology, therefore, results 
in dystrophies of these strata. They 
are of special interest in relationship to 
the nutrition of the epithelial cells. 
Finally, the influence of the lids is noted 
with regard to the behavior of the cor- 
nea and in regard to desiccation, cal- 
careous deposits, arcus senilis and 
pannus. An explanation is given of 
the currents in the anterior chamber, 
with the usual picture of descemetitis 
resulting as a consequence of these cur- 
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rents. It is also noted that interstitial 
keratitis possibly involves the posterior 
layers of the cornea, because the in- 
fectious process is borne to the cornea 
through the aqueous. M. H. Post. 


Ptashnick, D. B. Iontophoresis and 
its use in corneal lesions. Arch. Oft. 
(Russian), 1930, v. 7, pt. 2-3, pp. 210- 
221. 

The author used Birnhauser’s tech- 
nique of iontophoresis (Klin. Monatsbl. 
fir Augenheilk., vol. 67) in twenty- 
three cases of corneal leucomata. At 
least thirty to forty applications are 
necessary in order to bring about a 
definite improvement. In the author's 
experience the use of iontophoresis for 
the treatment of corneal opacities has 
given encouraging results even in cases 
where other methods had failed com- 
pletely. M. Beigelman. 


Shoji, Y. Remarks concerning a pig- 
mented reticulum on the posterior sur- 
face of the cornea. Arch. d’Opht., 1930, 
v. 47, March, p. 129. 

A pigmented reticulum was found 
with the slit-lamp upon the posterior 
surface of the cornea of a patient aged 
sixty-four years who had had a cataract 
operation. There was no connection be- 
tween the reticulum and the iris, al- 
though the former occupied the 
pupillary area, and several strands of 
pupillary remains were present on the 
iris underlying the reticulum. The 
condition is considered as a congenital 
anomaly due to faulty development of 
the pupillary membrane as there were 
no traces of inflammatory reactions. 
The article is accompanied by an ex- 
haustive review of the literature and 
eleven figures, two of which are in 
color. M. F. Weymann. 


Toulant, P. Vaccinal keratitis. Arch. 
d’Opht., 1930, v. 47, April, p. 22°. 

A woman, aged thirty-two years got 
some vaccine in the left eye while work- 
ing with vaccine tubes. Four days later 
a small ulcer was found near the limbus 
with no infiltration. It was quite deep 
in its center. Atropin and chloramine 
were used. The eye became more pain- 


ful with involvement of the iris. With- 
in three weeks the ulcer was entirely 
epithelialized, but the patient had sev- 
eral recurrent attacks of iritis which 
were quite painful. Attention is called 
to the shorter incubation period of the 
virus in the cornea, in this case four 
days. This patient had had two suc- 
cessful takes within the last two years, 
but a general immunity does rot seem 
to protect the cornea. 

A review of those cases described in 
the literature is given, and the serious- 
ness of this infection is illustrated 
by the fact that several eyes were com- 
pletely lost. The treatment is that usu- 
ally used for ulcers and iritis, and it is 
well to use an antiseptic to prevent 
secondary infection. The prophylaxis 
is more important. Those doctors ad- 
ministering vaccine should wear 
glasses, but if vaccine gets into the 
eye one should immediately instill a 
one or two percent solution of silver 
nitrate. M. F. Weymann. 


7. UVEAL TRACT, SYMPATHETIC 
DISEASE AND AQUEOUS HUMOR 
Hoffmann, W. H. Choroiditis in 

latent disease. (Leprosy) Jour. of 

Tropical Med. and Hyg., 1929, v. 32, 

Nov., p. 328. 

The author describes a case of latent 
leprosy in which a choroiditis. devel- 
oped similar in type to that found in 
tuberculous choroiditis. He considers 
this focal affection of the choroid to be 
due to the leprous process, but not as 
a direct reaction of the tissues to the 
specific germ. He believes it is an 
allergic process, produced by the toxins 
of the Hansen bacilli in other parts of 
the body; such a process occurs in 
many instances of tuberculous choroi- 
ditis. Maurice Marcove. 


Lukovski, T. A. On the therapy of 
tuberculous choroiditis. Arch. Oft. 
(Russian), 1930, v. 7, pt. 2-3, pp. 198- 
210. 

In the treatment of tuberculous chor- 
oiditis tuberculin is of distinct value. 
Its disadvantages are: the difficulty in 
establishing the proper therapeutic 
dose, and the possibility of untoward 
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focal reactions in lesions of the macula 
and in cases with a tendency to intra- 
ocular hemorrhage. The author has 
seen good results from the use of 
creosote, particularly in promoting the 
absorption of tuberculous exudates. 
Subconjunctival injections of dionin are 
also advocated, because of their action 
as a lymphagogue. M. Beigelman. 


Puscariu, Elena. Some _ considera- 
tions concerning sympathetic ophthal- 
mia, investigations concerning its 
pathogenesis and a report of two per- 
sonal cases which were cured. Arch. 
d’Opht., 1930, v. 47, March, p. 142. 

In discussing the literature, attention 
is called to the fact that true sympa- 
thetic ophthalmia is quite a rare con- 
dition. The various theories as to its 
etiology are discussed with the conclu- 
sion that the problem still remains to 
be solved. The treatment recom- 
mended is local use of atropin and 
adrenalin, subconjunctivally if neces- 
sary, subconjunctival injections of 
five percent salt solution, and smoked 
glasses. The general treatment con- 
sists of arsephenamin, mercury cya- 
nide, and urotropin intravenously ; and 
milk intramuscularly. In one of his 
more severe cases an abscess of fixa- 
tion was produced by the injection of 
1 c.c. of turpentine, after which the 
disease took a favorable turn. The 
writer believes that sympathetic 
ophthalmia is not as destructive a proc- 
ess as we have imagined it to be, pro- 
vided energetic treatment is instituted 
early and followed vigorously. 

M. F. Weymann. 


8 GLAUCOMA AND OCULAR 
TENSION 

Friedenwald, Jonas S. The patho- 
genesis of acute glaucoma: |. Clinical 
and pathologic study. Arch. of Ophth., 
1930, v. 3, May, pp. 560-573. 

Necrosis of the pupillary margin of 
the iris appears to be due to pressure 
sufficient to cause collapse of the capil- 
laries of the region affected. Ordi- 
narily the pressure in the capillaries 
exceeds that of the intraocular pressure 
by an amount equal to the osmotic 


pressure of the plasma proteins, which 
is about 25 mm. of mercury. But 
should the plasma_ proteins pass 
through the capillary walls in any 
large area, the intraocular tension 
might easily rise to within 2 or 3 mm. 
of the intracapillary pressure, resulting 
in destruction of the normal capillaries 
not so affected. Examination has 
shown evidence of such a condition in 
cases of acute glaucoma. 

The author presents eleven cases 
showing edema of the ciliary body with 
hemorrhagic serous and fibrinous ex- 
travasations, with no lesions of the 
larger vessels. Such injury to the 
capillary walls might result from three 
conditions: (1) venous stasis, (2) vaso- 
motor disturbances, and (3) some capil- 
lary poison in the tissues. The first 
of these has not been substantiated by 
experiment. There’ is insufficient 
knowledge with regard to vasomotor 
control to exclude the second of these. 
Chemosis of the lids and conjunctiva, 
frequently met with following success- 
ful operation for acute glaucoma, is 
suggestive of a toxic factor. The 
author removed aqueous from such an 
eye and injected it beneath the skin 
of the forearm, where a definite reac- 
tion occurred. This same substance 
should lead to increased permeability 
of the walls of Schlemm’s canal with 
resulting hypotension. Such a fall has 
been noted following the successful use 
of miotics lasting from six to twenty- 
four hours. From these observations, 
the author believes a vasotoxic sub- 
stance to be present in acute attacks 
of glaucoma. 

The further questions then arise: Is 
the capillary lesion the cause or the re- 
sult of the increased tension, and is 
the lesion in the ciliary capillaries the 
sole cause of the hypertension? The 
answer to these questions has been 
sought through animal experimenta- 
tion, the result of which will be given 
in a second paper. 

Such lesions do not occur except in 
the presence of acute exacerbations of 
hypertension, for though similar lesions 
have been found throughout the entire 
uvea following the continued hypoten- 


| 
| 


ABSTRACTS 837 


sion resulting from leaking wounds, no 
such lesion was found in a case of 
sudden dislocation of the lens with 
acute rise of pressure. 

The author agrees that swelling of 
the ciliary body and processes blocking 
the filtration angle is responsible for 
the production of acute glaucoma, and 
such hypertension will continue as long 
as the filtration angle remains occluded. 

The miotics, eserin and pilocarpin, 
act favorably not only in producing 
contraction of the ciliary muscle, but 
also in causing contraction of the ciliary 
arteries. M. H. Post. 


Friedenwald, J. S., and Pierce, H. F. 
The pathogenesis of acute glaucoma. II. 
Experimental study. Arch. of Ophth., 
1930, v. 3, May, pp. 574-582. 

Histamin, known to produce paraly- 
sis of the capillary walls and increased 
permeability of the endothelium, was 
injected into the anterior chamber, 
vitreous and ciliary body of various 
animals, after which histologic exam- 
inations were made at varying intervals. 
It was found that changes were pro- 
duced in the ciliary body and processes 
similar to those found in acute glau- 
coma, but less severe and more wide- 
spread than in acute glaucoma. The 
tension rose rapidly, but soon sank be- 
low normal at the same time that in- 
tense edema of the conjunctiva and 
cornea took place. The fall in tension 


occurred synchronously with the en- 
trance of the drug into the anterior 
chamber. Finally, the tension again 


rose to slightly above the normal, prob- 
ably the result of the accumulation of 


large amounts of serum in_ the 
aqueous. M. H. Post. 
Heimann, FE. A. The basis for 


physical and dietetic therapy of glau- 
coma. Zeit. f. Augenh., 1930, v. 71, 
April, p. 82. 

Heimann believes that glaucoma is a 
local edema resulting from a pathologic 
permeability of the blood vessels. This 
vascular permeability results from a 
disturbance of equilibrium of the sym- 
pathetic innervation of the vessels. The 
glaucoma patient is “angioneurotic” 


There are analogies with migraine, 
though migraine and glaucoma are in 
no way identical. The toxic substances 
which may disturb the delicate equi- 
librium may be metabolic products, 
hormones, or poisons directly absorbed, 
such as alcohol and nicotine. Heimann 
uses massage, exercise in the form of 
sport, avoidance of psychic insult, and 


a diet free from alcohol, caffeine, 
smoked meat, vinegar, pepper, and 
mustard, with very little salt. He 


urges much raw fruit and vegetables, 
and frequent small meals. 


F. H. Haessler. 


A modification of La- 
Med. Jour., 


Kiep, W. 
grange’s operation. Brit. 
1929, v. 2, Aug. 24, p. 341. 

The author considers the Lagrange 
operation an excellent procedure, but 
its technique is quite difficult. He pro- 
poses, therefore, a simpler method, 
which is as follows: The conjunctival 
and subconjunctival tissues are incised 
6 or 7 mm. above the limbus, and if 
the capsule of Tenon is prolonged as far 
forward as this it should be included 
likewise in the flap. This flap is dis- 
sected down to within 1.5 or 2 mm. of 
the corneoscleral margin. A groove is 
cut in the sclera itself at a distance 
from 2 to 2.5 mm. from the limbus with 
Tooke’s cornea splitting knife. A kera- 
tome is inserted into this furrow and 
pushed into the anterior chamber as in 
the method of a Heine cyclodialysis, ex- 
cept that the incision should be about 
3 or even 4 mm. from end to end. The 
keratome should be withdrawn as rap- 
idly as possible to prevent or lessen the 
loss of aqueous. The anterior lip of the 
scleral wound can now be easily 
gripped with Elliot’s disc forceps and 
a small piece exsected by de Wecker’s 
The small portion of the iris 
IS exc ised, ; 


SCISSOFS. 
which usually prolapses 
strictly peripheral iridectomy 
aimed at. 

If the operator has been successful 
in his efforts thus far, he will have lost 
little aqueous and will have an uncol 
lapsed anterior chamber. The con 
junctival flap is then gently stroked up- 


ward, and, by gentle pressure on the 
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corneal surface of the limbus in the 
region of the iridectomy, the iris is 
caused to resume its normal relation- 
ships. The conjunctival flap is secured 
with one suture. Should the iris not 
have prolapsed of its own accord, its 
periphery should be gently withdrawn 
and a pinhole iridectomy performed. 
This will cause a greater loss of aque- 
ous, but the anterior chamber should 
not be completely collapsed. If the 
iridectomy is a purely peripheral one 
an iris repositor will not be needed, for 
simply stroking the surface of the 
limbus will suffice to restore the nor- 
mal relationships. 

The’ following advantages are 
claimed for this modification: (1) It is 
possible to do this operation with the 
minimum disturbance of the intraocular 
structures and the minimum risk of 
intraocular hemorrhage. Cases of 
acute congestive glaucoma with a shal- 
low anterior chamber should be treated 
beforehand. (2) Ina large proportion 
of cases it is possible to do the opera- 
tion without causing complete collapse 
of the anterior chamber. This is due 
to the valve-like nature of the fistula 
(as opposed to the rigid circular fora- 
men obtained by trephining. (3) The 
thickness of the membranous covering 
is a more effective safeguard against 
late infection than is possible to secure 
in cases of corneoscleral trephining. 
Moreover, the fistulous orifice is situ- 
ated not at the corneoscleral margin, 
but at a distance of 2 mm. or even more 
from it. (4) Should, for any reason, a 
fibrosis ensue on this operation (as in- 
deed may follow on any form of 
sclerectomy ), a repetition of the opera- 
tion may be performed without detri- 
ment, 

One illustrative case is reported. 

George H. Stine. 


Kronfeld, Peter C. The behavior of 
the intraocular tension after puncture 
of the anterior chamber in glaucoma. 
Zeit f. Augenh., 1930, v. 71, April, p. 
48. (See also Arch. of Ophth., 1929, 
April, p. 450.) 

Puncture of the anterior chamber is 
recommended for the reduction of in- 


traocular tension in various conditions, 
In order to determine whether punc- 
ture is really indicated in these condi- 
tions, whether it gives the results ex- 
pected of it, and in the hope of throw- 
ing new light on the glaucoma prob- 
lem, the author performed this opera- 
tion seventy-four times. The technique 
is apparently simple and in no cases 
were there any ill effects. In glaucoma 
simplex the tension falls to zero with 
the puncture and immediately rises, so 
that in less than two hours the tension 
is greater than before. The curve of 
tension is quite characteristic and con- 
sists of three phases: 

1. The restitution of tension to its 
former height (usually in forty minutes 
when a normal eye still has tension of 
10 to 12 mm.). 

2. The phase of reactive relative ten- 
sion increase. 

3. The phase of reactive diminution 
of tension. Phase 3 is not a common 
phenomenon. 

In cases of glaucoma simplex in 
which the tension has never been found 
to be above the limits of normal the 
same cure is obtained. This is also true 
of the apparently normal eye of a pa- 
tient whose other eye is afflicted with 
frank glaucoma simplex, even though 
this normal eye has normal optic disc 
and normal field. As a control test of 
this phenomenon, the author punctured 
eyes free from glaucoma but afflicted 
with other diseases of the fundus or iri- 
docyclitis, and always found the tension 
to follow the curve of the normal eye. 
This is important since in other re- 
spects a glaucoma simplex eye behaves 
like an inflamed eye. 

Lindner and Thiel have demon- 
strated by different methods that in 
eyes with glaucoma simplex and in iri- 
tis there is increased permeability and 
increased fluid exchange. After punc- 
ture of the anterior chamber the ten- 
sion of these two kinds of eyes behaves 
differently. Therefore, at least a third 
factor must be effective in glaucoma 
simplex. Because puncture is not a 
procedure that can be freely repeated, 
it is difficult to furnish proof that the 
curve of tension is constant and not in- 
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fluenced by time of day, size of pupil, 
local and general vascular reaction, or 
adaptation. However, in a number of 
cases in which the procedure was re- 
peated once after four weeks to five 
months the curves were identical. It 
certainly is highly probable that the 
phase of reactive increase in tension 1s 
a constant and essential finding in the 
glaucoma simplex eye. 

The procedure, therefore, has value 
in the differential diagnosis in cases of 
glaucoma simplex without rise of ten- 
sion or pseudoglaucoma with coloboma 
of the optic nerve. It is essentially a 
provocative test which gives results 
that are more nearly unequivocal than 
Thiel’s caffeine test, which gives rise to 
only minimal increases of tension, or 
the homatropin test which is usually 
negative in glaucoma simplex. 

The test gives no indication of the 
stage of glaucoma. In fact, the curve 
of an eye with almost extinct vision 
was identical with that of the fellow 
eye in which the vision was normal. 
In glaucoma absolutum the tension re- 
turned to its prepuncture level most 
rapidly and the reactive increase of ten- 
sion was most marked. 

No data on the effect of drugs are 
given here. Operations which produce 
an effective fistula need not be con- 
sidered since a satisfactory fistula al- 
lows practically limitless quantities of 
fluid to leave the eye. Ina single in- 
stance of cyclodialysis he found that the 
curve was brought almost to normal, 
except that a slightly emphasized re- 
active phase of increased tension points 
to a slight insufficiency of the drainage 
of the eye. 

In three cases of chronic inflamma- 
tory glaucoma the curve was similar to 
that of glaucoma simplex. It is pos- 
sible that in those cases of glaucoma in 
which a single acute attack is the only 
manifestation of the disease, we are 
dealing with a secondary glaucoma. 
Puncture of the anterior chamber may 
help to differentiate this type from true 
glaucoma. After puncture in hydroph 
thalmos the tension is restored very 
slowly, which is the reason for the suc 
cess of the procedure as a therapeutic 


measure, 


If one attempts to interpret the sig- 
nificance of this study. it seems clear 
that in glaucoma simplex the active 
components in the production of intra- 
ocular tension preponderate over the 
channels of fluid overflow more than in 
the normal eye. Kronfeld emphasizes 
this because the last expression of 
opinion from the Leber-Seidel school 
declares a disturbance in drainage to 
be the only factor in the mechanism 
of glaucoma production. Among the 
author's cases there was one in which 
phase one was not accelerated. This he 
assumes was a retention glaucoma, and 
probably explains the misunderstand- 
ing between the Leber-Seidel school 
and its opponents by showing that most 
glaucoma simplex cases depend for 
their production on overactivity of the 
active components. The curves ob- 
tained with hydrophthalmos show it 
to be a retention glaucoma. In a case 
of cyclitic glaucoma there was evidence 
that it is also of the retentional type, 
and also that hyperemia of the uvea is 
a factor. If on repeated puncture one 
obtains the same curve characteristic 
of retention, the prognosis 1s bad. 

F. H. Haessler. 

Pimentel, Paulo C. The pH value of 
blood in glaucoma. Annaes de Ocul. 
do Rio de Janeiro, 1930, Jan., pp. 19-22. 

On the theory that the cause of glau- 
coma might be due to some general 
constitutional factor, this author, fol- 
lowing closely the work of Redslob and 
Reiss, undertook to demonstrate the 
relationship between the pH value of 
the patient’s blood and the intraocular 
tension. Most of the seven cases pre- 
sented showed a definite increase in the 


pH value. Hugo L. Lucie. 


Rowe, A. \V. Endocrine studies. The 
etiology of glaucoma. Arch. of Ophth., 
v. 3, May, pp. 403-409. 

Thirty-one cases of glaucoma were 
studied from the regular service of the 
Massachusetts Eye and Ear Infirmary. 
The study of four cases was incom- 
plete. Only one of the twenty-seven 
thoroughly studied cases was certainly 
endocrine. Twenty-four were defi- 
nitely not so. The author feels justified 
in concluding, therefore, that this series 
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demonstrates the absence of endocrine 
disturbances as a significant tactor in 
the etiology of glaucoma. 


M. H. Post. 


Wright, R. E.,and Nayer, K. K. The 
adrenalin pack in the treatment of glau- 
coma. It value in temporarily reducing 
the intraocular pressure. Brit. Med. 
Jour., 1929, v. 2, Sept. 7, p. 456. 

Over 100 cases of primary glaucoma 
were tested as to the efficiency of three 
newer nonoperative aids to the treat- 
ment of glaucoma, i.e. (1) the instilla- 
tion of glaucosan drops, (2) the 
intravenous injection of hypertonic 
sodium chloride solution (30%), and 
(3) the employment of a pledget of 
cotton-wool soaked in adrenalin and 
placed in the superior fornix of the con- 
junctiva as advocated by Gradle, Gif- 
ford and others. 

Glaucosan (levo- and amino-) was 
not of much value. The intravenous 
injection of hypertonic sodium chloride 
solution is a useful emergency measure, 
best employed in a hospital. The 
adrenalin pack was found to be a most 
useful and powerful adjunct in chronic 
primary glaucoma. It does not give 
constant results, but it.will sometimes 
reduce the tension where intensive 
eserin treatment in combination with 
other measures fails. It is of great 
value in controlling tension prior to 
operation (which it is not intended to 
replace). 

The method consists in placing a 
pledget soaked in 1-1000 adrenalin in 
the superior fornix (after holocain an- 
esthesia) where it is allowed to remain 
for five minutes. There usually follows 
a preliminary rise in tension on the first 
eight hours, which may be obviated by 
frequent instillations of one-half per- 
cent eserin before and after the pack. 
The subsequent fall in tension may be 
sustained by eserin. 

Six cases with illustrative charts are 
reported. George H. Stine. 


9. CRYSTALLINE LENS 


Elliot, R. H. 
nection with cataract extraction. 


Some points in con- 
Brit. 


Med. Jour., 1929, v. 2, Dec. 21, p. 1147. 
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Many. factors must be considered in 
deciding the time of cataract operation 
in each individual case. Elliot does not 
hold the view that a cataract should not 
be operated as long as the other eye 
sees well; the aphakic eye, although it 
cannot be fitted with any glasses, is of 
great value in avoiding bodily injury. 
Age is an important factor in the suc- 
cess of cataract extraction; every ad- 
ditional year in an _ elderly person 
lessens the patient’s resistance. How- 
ever, much depends on the patient’s 
state of health. One man may be old 
and worn out at fifty-five, while another 
is hale and hearty at seventy years and 
older. Hence, it is unwise to postpone 
operation indefinitely. patient 
should be allowed to go blind and to 
drop his normal activities. 

An immature cataract does not offer 
any peculiar risk. Hypermaturity of a 
cataract may bring definite risks to the 
eye, among which secondary glaucoma 
and slow iritis are the most frequent. 
The type of cataract in which second- 
ary glaucoma is most to be feared is 
the one in which swelling takes place. 
It has a white shiny appearance, 
with mother-of-pearl sectors, and the 
anterior chamber is shallow; a brown 
lens with shallow anterior chamber is 
not above suspicion. The patient’s 
morale for the operation is raised if 
there is some sight in the other eye. 
If the operative result in the first eye 
is good, the second eye should be oper- 
ated, not only because of the added 
morale, but also because the first eye 
may be lost from a number of unavoid- 
able causes. Two eyes are better than 
one, and a blind eye on one side is a 
distinct danger. Coloration of vision 
disappears only after the second cata- 
ract is extracted. 

In the methods of operation the usual 
precautions are necessary. All foci of 
infection and sources of autointoxica- 
tion must be excluded. The conjunc- 
tiva must be healthy and a preliminary 
iridectomy performed. A month later 
the cataract is extracted under a con- 
junctival bridge; by this method the 
section is soundly healed twenty-four 
hours after the operation. Secondary 
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cataract can be dealt with six weeks 
later. Elliot makes a point of allowing 
the patient to use the unoperated eye 
as soon as possible, as long as no pain 
or discomfort results. 

Diabetes is no contraindication to 
operation as long as diacetic acid and 
acetone are absent in the urine. 

“Human sympathy” is of great im- 
portance in advising the patient of his 
affliction. Cataracts vary in their rate 
of progression. The patient should not 
be needlessly frightened, or driven to 
quacks. Promises of results from 
operation are impossible; the most the 
surgeon can do is to indicate the prob- 
abilities. 

Utmost freedom of activity should be 
allowed the patient prior to operation, 
as the ordinary use of the eye is not 
prejudicial. Nothing can arrest the ad- 
vance of a cataract unless it be the 
exhibition of thyroid gland in suitable 
cases. 

It is inadvisable for the patient to 
attempt to resume his ordinary activi- 
ties for at least one month after opera- 
tion. The eye must be protected from 
chills, especially from those due to 
winds. George H. Stine. 


Kotlarevskaia, S. Z. On congenital 
luxation of the lens. Russkii Opht. 
Jour., v. 9, 1930, April, pp. 460-469. 

Thirteen cases of congenital luxa- 
tion of the lens are reported. The he- 
reditary tendencies in this condition are 
of the dominant type. Spontaneous 
luxation of the lens is usually accom- 
panied by other congenital ocular de- 
fects, such as aniridia or ectopic pupil. 
Cardiovalvular lesions are found infre- 
quently in these cases. 

M. Beigelman. 


Simoes, Aristoteles C. Electric ion 
therapy in treatment of cataract. An- 
naes de Ocul. do Rio de Janeiro, 1930, 
v. 2, Feb., pp. 50-52. 

This method of treatment is based 
upon the beneficial properties which 
iodin ions and calcium ions exert upon 
the incipient cataract. It consists in the 
application of a 0.5 solution of potas- 
sium or sodium iodide and a 0.25 solu- 
tion of calcium chloride to the orbit. 


These solutions are used alternately. 
The negative pole is attached to the 
solution when this consists of the iodin 
salt, and the process is reversed in the 
case of calcium chloride. In this man- 
ner the iodin anion and the calcium 
cathion go to their respective positive 
and negative poles, thereby penetrating 
the eye. It has never been necessary, 
in the author’s experience, to use over 
two milliamperes of current, always 
however being guided by the individ- 
ual’s resistance. 

in Spain and Cantonnet in 
France have both utilized this method 
with diverse results. Bard enthusi- 
astically states that the majority of pa- 
tients obtain good results. Some of his 
patients with vision amounting to 1/6 
are entirely cured and the advanced 
opacity entirely disappears. In others, 
the advancement of cataracts is abso- 
lutely checked. Cantonnet on the other 
hand rarely claims any positive results. 
The author is not impressed with any 
beneficial results in advanced cases, but 
believes it worth trying in incipient 
cataracts. Hugo L. Lucie. 


10. RETINA AND VITREOUS 

Badeaux, Francois. Reflections on 
the operative treatment of detachment 
of the retina. Ann. d’Ocul., 1930, v. 167, 
May, pp. 383-387. In early cases of de- 
tachment—less than three months—if a 
tear can be seen, the operation of Gonin 
isadvised. In late cases the proceeding 
used by Sourdille should be employed. 
Gonin lays very little stress on the gen- 
eral pathology of the patient and does 
not think prolonged rest in bed is espe- 
cially valuable. Sourdille thinks that 
long rest in bed is important. He be- 
lieves choroidal disease underlies the 
retinal tear. His operation consists in 
cautery puncture of sclera and retina 
and the subconjunctival injection of 
cyanide of mercury. 

Lawrence T. Post. 


Dominguez, D. D. Concerning the 
pathology of retinal detachment. Ann. 
VOcul., 1930, v. 167, May, pp. 388-403. 

Sixteen cases of the author’s and 
three others are described. The con 
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clusion from a study of these is that 
detachment will not take place unless 
three factors are present : hypotony, de- 
generation and liquefaction of the vitre- 
ous, and retinal perforation. 

Lawrence T. Post. 


Fuchs, Ernst. Classification of ret- 
initis. Arch. of Ophth., 1930. v. 3, 
April, pp. 393-402. 

Retinitis may be classified from an 
etiological or anatomic standpoint. The 
first is probably preferable in the ma- 
jority of instances, but the second 
reveals many points of interest. Con- 
sidered from the germinative point of 
view, the author first deals with the 
epiblastic structure of the retina (com- 
posed of the three neurons) and second- 
ly with the mesoblastic tissues. 

The first neuron is made up of the 
rods and cones and their nuclei, and 
the granular or pigmented epithelial 
layer. Congenital lesions of this neuron 
appearing early are albinism, congeni- 
tal hemeralopia, and Oguchi's disease. 
Others not noted until later are retini- 
tis pigmentosa, retinitis albescens and 
senile degeneration of the macula. Ac- 
quired lesions include idiopathic hem- 
eralopia due to pregnancy, alcoholism, 
and diseases of the liver; and the ret- 
initides from exposure to the sun, x- 
rays, and Pregl’s solution. Staphyloma 
of the cornea and softening of the eye- 
ball may produce changes in this 
neuron. 

The second neuron, comprising the 
inner granular layer, is affected by ac- 
quired diseases causing vascular 
changes, such as hemorrhages, transu- 
dation, and exudation. As a result the 
granules disappear, leaving cystic de- 
generation, especially in the anterior 
portion of the retina. The retina may 
separate into two layers in this neuron, 
especially where it has previously been 
adherent to the choroid. Transudation 
here may take the form of retinitis al- 
buminurica, diabetica, and circinata. 

The third neuron is composed of the 
ganglion cells and nerve fibers. The 
first change in this neuron is degenera- 
tion of the ganglion cells. Acquired 


changes in them may result from poi- 
sons, such as methyl alcohol, quinine, 


ABSTRACTS 


arsenic, etc. These cells die rapidly 
from loss of blood supply or section of 
their nerve fibers. 

The nervous elements in all three 
layers are affected generally by abnor- 
mal development of the eye as microph- 
thalmos and coloboma of the choroid, 
or crescentric atrophy about the disc. 
Underdevelopment of the macula is 
found resulting from a number of con- 
ditions, such as albinism or congenital 
nystagmus, with amblyopia as a fre- 
quent sequella. In such eyes the fo- 
veal depression, and, therefore, the 
foveal reflex, is often absent. 

The mesoblastic tissue of the retina 
occurs only in the vessel walls and their 
lymph sheaths, and in much smaller 
quantity, in the branching cells of the 
third neuron. Lesions of the retina 
dependent on changes in the blood or 
in this mesoblastic tissue are Hippel’s 
disease, disc-shaped degeneration of the 
macula, and retinitis of polycythemia 
or leukemia. Retinal disturbances can 
also be due to changes in the choroid, 
or other parts of the eye or body. 

For simplicity, the author has dealt 
with the various layers and structures 
separately, but notes that rarely is the 
picture so simple. As a rule, it is com- 
plicated and intricate. M. H. Post. 


Goldstein, L. and Wexler, D. Acute 
tuberculous periphlebitis of the retina 
and optic nerve. Arch. of Ophth., 1930, 
v. 3, May, pp. 552-559. 

This lesion was described by Perls 
in 1873. In that case there was a cloudy 
cornea, with fresh nodular lesions on 
the surface of the iris. Miliary tubercles 
were found in various organs at au- 
topsy. The iris contained caseating 
tubercles, and in the retina prominent 
submiliary nodules were found situated 
along the veins. This case suggested 
that the origin of periphlebitic disease 
followed previous infection in the an- 
terior portion of the uvea, but it was 
disregarded from this standpoint in the 
literature. 

Since 1914, numerous reports have 
confirmed the nature of the lesion and 
of hemorrhages dependent upon it. A 
case reported by the author is accom- 
panied by numerous microphotographs 
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and confirms the earlier findings, that 
is, that the lesions are for the most part 
periphlebitic and are secondary to those 
in the anterior portion of the eye, a con- 
clusion reached by the author from his 
observation that young fibroblasts and 
new capillaries in the anterior chamber 
indicate an effort at healing of the pri- 
mary lesions, while no such change is 
present in the retina. M. H. Post. 


Gonin, J. Remarks and comments on 
240 cases of retinal detachment treated 
for the most part operatively. Ann. 
d’Ocul., 1930, v. 167, May, pp. 361-382. 

Having previously described the 
technique of his operation and the re- 
sults, in this article he discusses various 
phases of the subject. He first details 
the different kinds of vitreous opacities, 
giving his opinion as to those which 
are associated with retinal detachment. 
Next he considers hemorrhages. He 
believes they are frequently precursors 
of detachment. 

A half dozen pages are devoted to 
tears. These he found in about ninety 
percent of his cases in which it was 
possible to see the fundus details, and in 
most of the remaining ten percent there 
seemed some especial reason for not 
finding them. He describes the kind 
of tears that occur. 

A paragraph is devoted to chorio- 
retinal lesions. Their existence previ- 
ous to detachment is too frequent to 
be merely a coincidence. 

Detailed description of the ophthal- 
moscopic appearance of the cautery 
wounds follows, and after this there is 
a discussion of the progress of detach- 
ments downwards and the reappearance 


of the detachments above after tapping 
the subretinal fluid from beneath the 
lower detachments. 

Reestablishment of retinal function 
depends on the duration of the de- 
tachment and the age of the patient ; the 
more recent the event and the younger 
the patient the better the prognosis. 

Final paragraphs are devoted to 
some discussion of complications, chief 
among these being hemorrhage; 
strangely enough this usually occurs 
at about the sixth or seventh post- 
operative day. -It usually clears. It 
occurred twelve times in 300 operations. 
Glaucoma occurred twice and orbital 
cellulitis once. Lawrence T. Post. 


Pollnow, Leo. Retinitis circinata 
and hole in the macula. Zeit. f. 
Augenh., 1930, v. 70, Feb., p. 257. 

The author describes his observa- 
tions of six patients, and though he 
contributes nothing new, he gives an 
interesting summary of the character- 
istics of this uncommon disease. 
Retinitis circinata is seen usually in 
women in advanced years, and is 
associated with disturbances of circula- 
tion and arteriosclerosis. Hemorrhages 
are probably the basis of the white 
spots, while their appearance, dis- 
appearance, and confluence is character- 
istic. Vision is usually greatly reduced. 
There is a large central scotoma, 
but complete blindness rarely occurs. 
Though striking visible changes of the 
blood vessels are not observed, the 
variations in the white spots suggests 
that active circulatory changes in the 
retina and choriocapillaris are re- 
sponsible for them. F. H. Haessler. 
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Question: I operated on a sixty-five- 
year-old-lady for cataract three months 
ago. Careful physical examination pre- 
viously, including cultures from the 
conjunctive, showed everything to be 
entirely normal. On the third day 
after operation, at the first dressing, 
much mucus was present in both eyes. 
The cornea of the operated eye was 
hazy and there was considerable pain. 
Cultures from the conjunctiva were 
negative. The bandages were removed, 
and local antiseptics and intravenous 
typhoid vaccine were used. The eye 
has slowly recovered, but there have 
been frequent attacks of pain, and there 
is obviously a low grade plastic iritis. 
There is a gray strand extending to the 
iris from the lips of the healed incision. 
The pupil is fairly well dilated to about 
5 mm. but the pupillary space is occu- 
pied by a rather dense gray membrane. 
Pain is greatly increased by the use of 
levoglaucosan, obviously because of the 
pulling on the inflamed iris. The vision 
equals counting fingers at three feet. 
What therapy would you advise? Do 
you think that needling of the mem- 
brane at this time, thus permitting wide 
dilatation of the pupil, would be help- 
ful? 

Answer (from Dr. Hans Barkan, San 
Francisco): From your description, 
there has evidently been a plastic iritis 
present from the third day after your 
cataract extraction. The use of intra- 
venous typhoid vaccine I think per- 
fectly proper, although in a patient of 
the age of sixty-five years I have pre- 
ferred the less strenuous method of 
milk injections. In spite of the nega- 
tive cultures from the conjunctiva, the 
gray strand extending to the iris from 
the lips of the incision makes me feel 
that the infection probably was an ecto- 
genous one. For the present therapy, 
the use of heat and the avoidance of 
draughts and cold is most essential. I 
do feel that heat would influence the 
pain. I am particularly partial to dry 
heat by therapeutic lamp, and % grain 
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QUESTIONS AND ANSWERS 


1. Iritis following extraction of 
cataract 


doses of codeine four to six times a day 
on her bad days. : 

From your description I believe that 
this eye will quiet down completely in 
time. 

At the time of needling, in order to 
secure better vision—which naturally 
should be deferred until six to nine 
months after the slightest evidence of 
irritation—I would use two needles so 
as to pull from the center toward the 
periphery, thus not exposing the ciliary 
body to any trauma. If the membrane 
be too thick for this maneuver, re- 
opening the wound with a keratome and 
cutting through the membrane with the 
De Wecker scissors is a good pro- 
cedure. 


2. Motor field chart for industrial 
compensation cases 

Question: I wish to make inquiries 
regarding the individual motor field 
chart as recommended by the American 
Medical Association’s committee on 
compensation for eye injuries. I have 
been able to obtain the small cards for 
recording muscle function, but have not 
been able to get a large wall chart for 
actually recording the measurements. 
I should like to know where such a 
chart can be obtained. If not obtain- 
able, please advise me as to the size of 
the chart for any given working dis- 
tance so that I may construct one. 

Answer (from Dr. Nelson Miles 
Black, Milwaukee): I do not know of 
any chart that is on the market for test- 
ing muscle function. I use a plat out- 
lined on the wall of my office four by 
five feet and divided into one foot 
squares to correspond with the record- 
ing chart. The patient is placed about 
two feet from the chart and with the 
head held rigid he turns his eyes to 
each square in the wall chart, and if 
diplopia is noted in any square it is 
recorded on the record chart. 


3. Instruments as aids to refraction 

Question: I would like your observa- 
tion and experience as to the com- 
parative value of the trial frame as com- 
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pared against a mechanical refractor 
such as put out by DeZeng and other 
optical concerns. In asking this in- 
formation I do so with the idea of ob- 
taining enlightenment from a reliable 
source. 

Having used a trial frame for fifteen 
years and seeing others use the more 
modern refractors I am wondering 
whether I am overlooking modern ad- 
vantages to be had in refraction. 

Answer (from Dr. William H. 
Wilder, Chicago): My own experience 
with various mechanical refractors that 
I have tried has not been so satisfactory 
as to make me discard the regular trial 
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frame in their favor. Possibly, if one 
becomes accustomed to the use of them 
they may save a little time, although I 
question it very much. The appliances 
are all too cumbersome and not flexible 
enough to suit the various cases seen. 

I think the inquirer has not been 
making any mistake at all in sticking 
to his reliable old trial frames; with 
which he is able to do as good refraction 
as he can with any of these modern 
contrivances that cost him ten times as 
much. The simplest things are some- 
times the most reliable and the best. 
It is the man behind the gun that gets 
the results. 
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News items in this issue were received from Drs. M. Paul Motto, Cleveland; G. Oram 


Ring, Philadelphia; and T. L. Terry, Boston. 


News items should reach Dr. Melville Black, 


Metropolitan building, Denver, by the twelfth of the month. 


Deaths 


Professor Theodor Axenfeld of Freiburg, 
died on July 29, after a severe intestinal 
operation. 

Dr. John Bernard Ellis, Chicago, aged 
fifty-five years, died suddenly July thirtieth 
of coronary thrombosis. 

Dr. Charles S. Means, Long Beach, Cali- 
fornia, aged sixty-four years, died June 
eighth of chronic myocarditis. 

Dr. William F. Matson, of Denver, aged 
sixty-five years, died suddenly in Victoria, 
British Columbia, on August eleventh, while 
on a motor tour with his wife and daughter. 
Dr. Matson had practiced in Denver for 
twenty-four years, after graduating from the 
University of Iowa, then practicing for ten 
years in Illinois, and finally taking his eye, 
ear, nose, and throat training in Europe. 


Miscellaneous 


A pair of fake eye doctors, who escaped 
from Lincoln after they had sought to 
swindle William Ason out of $600 for a so- 
called operation for cataract, were recently 
apprehended in Minneapolis. Their method 
was to pour gelatin into the conjunctival sac 
of the patient, and then to remove this sub- 
stance pretending that it was the cataract. 

In the British Journal of Ophthalmology 
for July, Ernest Thomson calls attention to 
the fact that the primary meaning of the 
word “prothesis” is “a place in a church on 
which the elements for the eucharist are put 
previous to their being placed on the altar”, 
and that the word “prosthesis” is more cor- 
rectly used for the purpose to which both 
words are ordinarily applied in surgery. As 


a matter of fact the two words have entirely 
distinct Greek origins, as any of our readers 
may confirm by looking them up in Web- 
ster’s Collegiate Dictionary. Mr. Thomson 
also suggests that the word “proptosis” is 
incorrectly pronounced by most people, in- 
asmuch as (according to his statement) it 
is made up of the prefix “pro” and the word 
“ptosis”. In this regard Mr. Thomson is 
perhaps not entirely accurate, as our word 
“proptusis” is directly taken from the Greek 
word “xoéxtmotc”, in which the accent is 
on the short “o”; and is not formed, as he 
suggests, from a combination in English of 
the prefix “pro” with the expression “ptosis”. 

The regular issue of the Annali di Ottal- 
mologia e Clinica Oculistica contains sev- 
eral pages of personal invective against Di 
Marzio, the present incumbent of the chair 
of ophthalmology at the Clinica Oculistica 
of Rome; apparently based upon the fact 
that Professor Cirincione, some time before 
his death, was displaced by Di Marzio, who 
is said to have circulated unjustifiable criti- 
cism of his predecessor and former teacher. 
The anonymous author concludes by refer- 
ring to Di Marzio as successively socialist, 
liberal, bolshevik, democratic, fascist, etc. 

At the Geneva meeting of the international 
union against trachoma, Professor Pascheff 
of Sofia, Bulgaria, proposed certain laws as 
to the character of true trachoma. These 
laws may be stated as follows: There is no 
true trachoma without follicles. The chronic 
trachomatous follicles, by their confluence, 
give rise to granulations. Thus, true tra- 
choma is a hyperplastic, follicular, chronic, 
confluent conjunctivitis. The follicles and 
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the granulations develop particularly in the 
culs-de-sacs, but also on the tarsus, the bulbar 
conjunctiva, and (most important) on the 
corneal limbus, giving rise to follicular pan- 
nus. True trachoma evolves spontaneously 
toward cicatrization or hyalin degeneration. 


Societies 

The sixteenth meeting of the Hispano- 
American Ophthalmological Society will be 
held in Santiago, Spain, September 15 to 18, 
1930. 

The eighth annual summer course in 
ophthalmology and otolaryngology given un- 
der the auspices of the Colorado Ophthalmo- 
logical Society and the Colorado Otolaryn- 
gological Society was held in Denver from 
July 28th to August 9th. Demonstrations 
and clinics were held from 8 to 10 a.m., lec- 
tures from 10 to 12 and 2 to 5 o'clock. A 
round table luncheon was held each day in 
which everyone was invited to ask and an- 
swer questions: and these discussions were 
universally pronounced to be very interest- 
ing and profitable. Two operative clinics 
were held at the Colorado General Hospital. 
The invited lecturers on the ophthalmological 
program were: Dr. Jonas Friedenwald, Bal- 
timore; Dr. Alfred Cowan, Philadelphia; and 
Dr. Meyer Weiner, Saint Louis. The local 
men who participated in the ophthalmologi- 
cal program were: Drs. William M. Bane, 
Melville Black, William H. Crisp, William C. 
Finnoff, Edward Jackson, John A. McCaw, 
James M. Shields, and Richard W. White- 
head. Visiting and local physicians and their 
wives, after a drive in the mountains, at- 
tended a banquet served at the Motor Club 
country home, in Bear Creek Canyon, one 
hundred and fifty being there. The C olorado 
Congress of Ophthalmology and Otolaryng- 
ology was held on two days in the middle 
of the two weeks’ meeting: papers being read 
by Drs. H. G. Merrill of Provo, A. B. Bruner 
of Cleveland, A. M. Lemoine of Kansas City, 
Jonas Friedenwald of Baltimore, Beulah 
Cushman of Chicago, and Roderick O’Con- 
nor of San Francisco, and also by Drs. 
Edward Jackson and Ralph W. Danielson of 
Denver. The total number of registrants for 
the summer course was fifty-five, and the 
total registration for the congress was one 
hundred and twenty-three. 


Personals 


Dr. and Mrs. Charles E. G. Shannon of 
Philadelphia spent the summer vacationing 
in Maine. 

Dr. M. Paul Motto has been appointed 
senior instructor in ophthalmology at the 
Western Reserve University school of medi- 
cine, Cleveland. 

Dr. Paul Sartain of Philadelphia took his 
annual summer outing on the continent, and 
will return late in September. 

Dr. and Mrs. William C. Posey of Phila- 
delphia spent the summer in their cottage at 
Watch Hill, Rhode Island. 

Dr, Frederick J. Cady, Saginaw, Michigan, 


was elected president of the Saginaw Valley 
Academy of Ophthalmology and Otolaryn- 
gology, which was organized June sixth. 

At the recent meeting of the American 
Medical Association in Detroit, the ophthal- 
mic research medal was awarded to Dr. 
Frederick H. Verhoeff of Boston. 

Dr. and Mrs. G. Oram Ring of Phila- 
delphia left for Europe July eighteenth on 
the steamship Paris, and are to return about 
the middle of September. 

James A. Hawkins, Ph.D., has accepted an 
appointment as associate professor of ap- 
plied biochemistry in the department of 
ophthalmology of the Washington Univer- 
sity school of medicine, Saint Louis. 

Dr. W. L. Fox of Cleveland recently re- 
ceived from the War Department at Wash- 
ington notification of his promotion to the 
rank of lieutenant colonel in the Reserve 
Medical Corps. 

Dr. Ralph Campbell, former resident 
ophthalmologist at the Lakeside Hospital of 
Cleveland, announces the opening of his of- 
fice in Lancaster, Pennsylvania. His suc- 
cessor at the hospital is Dr. Robert Swanson 
of Saint Paul, Minnesota. 

Professor Silva of Mexico City has been 
appointed secretary of the public health serv- 
ice of Mexico. 

Dr. F. Sallmann has been appointed di- 
rector of the eye department of the Rocke- 
feller Institute in Peiping, China, to succeed 
Dr. Pillat, who has returned to Vienna. 

Professor Behr of Hamburg has been e- 
lected an honorary member of the Inter- 
state Postgraduate Medical Association of 
the United States of America. 

Dr. D. Alberto Vazquez Barriére has been 
appointed professor of ophthalmology of the 
faculty of medicine of Montevideo (Uru- 
guay). 

Dr. Roy B. Metz, associate professor in 
the department of ophthalmology at Western 
Reserve University school of medicine, 
Cleveland, recently returned from a_ six 
weeks’ holiday in Deland, Florida. 

Dr. Viktor Friihwald of the University of 
Vienna, as guest of honor recently at a 
banquet given by the Dallas Eye, Ear, Nose, 
and Throat Society, delivered an address on 
the value of roentgen rays in diagnosing 
sinus disease. 

The changes in the faculty of the ophthal- 
mological department in the medical college 
of the state of South Carolina include the 
appointment of Dr. Pierre Jenkins as 
lecturer in ophthalmology, and of Dr. Robert 
R. Rhett as instructor in ophthalmology. 

‘Dr. Peter K. Olitsky reported on bacte- 
rium granulosis (Noguchi) at the meeting of 
the International Union Against Trachoma, 
held under the auspices of the Health Sec- 
tion of the League of Nations in Geneva. 

It is reported that Dr. James L. Smith 
of Chicago has been appointed by Governor 
Emmerson as superintendent to the Illinois 
Eye, Ear, and Throat Hospital, to succeed 
Dr. Leo Steiner, 


